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ABSTRACT OF THE DISSERTATION 
Paternal Depression in the Peripartum Period: An International Delphi Study 
By 
Cassidy J. Freitas 
Doctor of Philosophy, Graduate Program in Marital and Family Therapy 
Loma Linda University 
Dr. Jackie Williams-Reade, Chairperson 
 
This dissertation aims to reach consensus on the defining factors of Paternal 
Peripartum Depression (PPPD) as well as identify research priorities through the Delphi 
method. Peripartum Depression is a major health issue for parents and their children. 
Fathers are at risk for peripartum depression due to the changes in identity, relationship, 
and biology they face during their transition to parenthood. A father’s mental health plays 
an intimate role in the overall health and outcomes of his family, but up until this point 
has been significantly overlooked. Due to the paucity of research and lack of clear 
consensus on the identifying features of PPPD and how it is best assessed, a Delphi Study 
seemed the most appropriate methodology for the next step in the developing area of 
postpartum depression within the family context 
This dissertation will introduce the issue of PPPD, described using a family 
systems theory and biopsychosocial framework. The publishable paper format was 
chosen for this dissertation. Paper One stemmed from a literature review on the issue of 
PPPD and described the role of family therapy in addressing this mental health issue. 
Paper Two stems from an international Delphi Study in which expert consensus on 
defining factors was sought. Consensus was achieved in the following realms: 
terminology, diagnostic criteria, risk/protective factors, biological factors, 
 xiii 
symptomology, the role of social support, assessment, treatment and operational care 
structure, financial costs, key stakeholders and future actions needed. Concluding 
chapters will provide a summary of the results, an overview of changes from the proposal 
stage, and future actions. 
Keywords: postpartum depression, fathers, delphi study, family-centered care. 
 
 1 
CHAPTER ONE 
INTRODUCTION 
This dissertation aims to reach consensus on the defining factors of PPPD as well 
as identify research priorities through the Delphi method. Bringing a child into the world 
is considered a normative family stressor (Walsh, 2012), yet when coupled with parental 
depression, can have devastating effects for the entire family (Beck, 1998; Carro et al., 
1993; Jacob & Johnson, 1997; Keitner et al., 1991; Kersten-Alvarez et al., 2012; 
Maughan et al., 2007; Paulson, Dauber, & Leiferman, 2006, Ramchandani et al., 2011; 
Wang et al., 2013). This is particularly true when the depression goes untreated (Cuijpers 
et al., 2015; Grace, Evindar, & Stewart, 2003, Murray & Cooper, 1996). While much 
attention is devoted to the mental health of peripartum 1 mothers (Patel et al., 2012; 
Sockol et al., 2013; Werner et al., 2015) fathers are also at-risk for peripartum depression 
(Bielawska-Batorowicz & Kossakowska-Petrychka, 2006; Kim & Swain, 2007; Matthey 
et al., 2000; Paulson & Bazemore, 2010; Ramchandani et al., 2005; Tuszynska-Bogucka 
& Nawra, 2014; Wee et al., 2011) but have traditionally received less clinical attention 
during their transition into fatherhood (Letourneau et al., 2012b). The purpose of this 
study is to utilize expert consensus to identify the defining factors of PPPD. The 
secondary goal is to identify the key stakeholders, and next action steps needed in regards 
to PPPD. This chapter will introduce the issue of PPPD, providing information on the 
                                                 
1 In accordance with the DSM-V the use of the term ‘peripartum’ will be found 
throughout this proposal and is representative of pregnancy and the first year of a child’s 
life. Prior to the DSM-V the terms ‘postpartum’ and ‘postnatal have been used in 
research to identify the period of time after a child is born, typically excluding pregnancy. 
The terms ‘postpartum’ or ‘postnatal’ will be used in the proposal when research utilizing 
that term, or information specific to the year after a child is born, is cited. 
 2 
potential trajectory, symptomology, biological and systemic factors, as well as the 
objectives and rationale of the proposed study.  
 
Background 
Peripartum Depression is a major health issue for parents and their children. This 
problem is often thought to be endemic to peripartum mothers. The attention given to 
mothers is warranted, considering it has been suggested that approximately 15% of 
mothers are at risk to experience a Major Depressive episode during the postpartum 
period (Pearlstein et al., 2009). In a study conducted by Knudson-Martin and Silverstein 
(2009), depressed mothers reported feelings of shame and isolation and that they had 
failed to live up to the cultural standards of what it means to be a “good mother.” These 
factors contributed to the silent suffering of those mothers (Knudson-Martin and 
Silverstein, 2009) possibly implicating the underestimate of postpartum depression in 
women. Traditional family gender roles have put mother as the primary and irreplaceable 
caregiver and father as the ideal, although typically absent, provider (Walsh, 2012). Yet, 
the modern father is expected to be more fully engaged in parenting and may experience 
feelings of shame and guilt when they do not live up to this standard (Bretherton, 
Lambert, & Golby, 2005; Gage & Kirk, 2002). Men, and thus fathers, who experience 
depression are also likely to disengage and silence their vulnerable emotions (Letourneau 
et al., 2011; Spector, 2006), so one can imagine that a father experiencing depression 
during the peripartum period may withdraw and not share his internal experience. These 
factors, along with others, put depressed peripartum fathers at-risk of going unnoticed 
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and untreated. Compounding the issue is the lack of consensus and knowledge of PPPD 
among medical and behavioral health providers.  
 
Prevalence, Trajectory, and Symptomology 
Studies that estimate the prevalence of PPPD vary depending on the sample and 
measure of depression that is utilized. The current estimate of the prevalence of men 
experiencing postpartum depression in the United States hovers around 10% (Paulson & 
Bazemore, 2010). This is in comparison to the 5% of all U.S. men that will experience 
depression during a given year (Kessler, Berglund, & Demler, 2003; SAMHSA, 2012). A 
study in Denmark found a similar doubling of rates when looking at depression in men 
during the postpartum period (Madsen et al., 2006). However, studies from around the 
world have found postpartum depression among fathers to range anywhere from 5.3 to 
31.7% (Areias et al., 1996; Dudley et al., 2001; Escriba-Aguir & Artazcoz, 2011; Parfitt 
& Ayers, 2014). One particular study that excluded fathers who had previous suicide risk 
or mood disorders, found that the prevalence of suicide risk in all fathers during the 
postpartum period was 4.7% rising to 20.97% when a father was depressed (Quevedo et 
al., 2011).  
The trajectory and symptomology of peripartum depression in fathers may look 
different than that of mothers.  Depression in fathers may begin later during the first year 
of the baby’s life, and some preliminary research suggests it manifests during the 3-6 
month postpartum period (Bielawska-Batorowicz & Kossakowska-Petrychka, 2006; 
Matthey, et al., 2000). Less is known about the trajectory of depression for fathers during 
their partner’s pregnancy, even though pregnancy has been identified as a period of 
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greater stress for fathers than the postpartum period (Huang & Warner, 2005; Condon et 
al., 2004). One study found that half of men who were depressed before the birth of their 
child were also depressed 8 weeks postpartum, indicating the importance of attuning to a 
father’s mental health both during and after their partner’s pregnancy (Ramchandani et 
al., 2008). 
Fathers are at risk for peripartum depression due to the changes in identity, 
relationship, and biology that occur during the transition to parenthood (Kim & Swain, 
2007). Men are less likely than women to seek help from a mental health professional 
when they are depressed (Mahalik, Englar-Carlson, & Good, 2003; O’Brien, Hunt, & 
Hart, 2005; Rochlen et al., 2010), possibly due to societal messages that suggest men are 
meant to be strong and not ask for help (Letourneau et al., 2011). The manifestation of 
some mood states may be different in men than in women. A sad mood may be less 
apparent in depressed men (Cochran & Rabinowitz, 2000; Condon, Boyce, & Corkindale, 
2004; Matthey et al., 2000), with the most notable change evidenced in their social 
functioning (Spector, 2006). Men begin to withdraw from social supports and express 
more anger or irritability when depressed (Spector, 2006). Complicating things even 
more, one might consider the possibility that the father’s irritable mood and withdrawal 
could be signs of a new father struggling with a colicky baby or trying to live up to the 
gendered role expectation of provider and breadwinner (Kim & Swain, 2007). While 
these symptoms can point to other issues, they can just as easily mask underlying 
depression.  
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Biological factors 
 
Biological factors have been associated with maternal peripartum depression 
(Letourneau et al., 2011; Miller, 2002). A recent longitudinal study interested in the role 
of estrogen and postpartum depression in women (Mehta et al., 2014) measured 
hormones and gene expression in the first and third pregnancy trimesters. Mehta and 
colleagues (2014) found that women with postpartum depression displayed an increased 
sensitivity to estrogen receptor signaling. It has been hypothesized that PPPD may also be 
related to hormonal changes in fathers (Kim & Swain, 2007; Storey et al., 2000). Among 
fathers, the estrogen level may increase during the last month of their partner’s pregnancy 
until the early postpartum period (Berg & Wynne-Edwards, 2001). One study found that 
the more involved the father was in parenting, the higher his level of estrogen in 
comparison to other fathers that were less involved (Fleming et al., 2002). The 
complexity of estrogen as a possible protective factor, whether or not all men experience 
increased levels of estrogen in the postpartum period, the trajectory of estrogen in a 
father’s body and the impact it may have when it levels off, along with the relationship 
between estrogen and depression, should be more closely researched in the years to 
come. 
Testosterone levels in men also change during a partner’s pregnancy (Wynne-
Edwards, 2001). Testosterone begins to decrease in fathers, at least a few months before a 
child is born and remains low several months after childbirth for most fathers (Wynne-
Edwards, 2001). Research has suggested that lower levels of testosterone can be linked to 
less aggressive behavior, better concentration in parenting, more sympathy, and more 
responsiveness to an offspring’s cry (Clark & Galef, 1999; Wynne-Edwards, 2001). 
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While the link between paternal depression and testosterone is not conclusive, it is 
interesting that lower levels of testosterone have been associated with depression in older 
men (Carnahan & Perry, 20014; Seidman & Walsh, 1999; Seidman & Weiser, 2013). 
Ideally researchers will continue their efforts in understanding the biological changes that 
occur in fathers during the peripartum period and how these changes might put some 
fathers at risk for depression or even serve as a protective factor against depression. 
 
PPPD and the Family System 
 
For the sake of the family system in general, society as a whole would benefit 
from an increased attention to a father’s mental health during the peripartum period. A 
handful of studies have looked at the influence of the family system and implications for 
relationships that are important to consider when assessing for and treating peripartum 
depression in fathers (Escriba-Aguir & Artazcoz, 2011; Huang & Warner, 2005; Wee et 
al., 2001; Yargawa & Leonardi-Bee, 2015). Less research has looked at the impact of 
paternal depression on child outcomes in comparison to maternal depression, but the 
limited research does suggest that paternal depression increases the likelihood of 
behavioral and emotional problems later on in a child’s life even after maternal 
depression and contextual factors such as education are controlled for (Ramchandani et 
al., 2005; Ramchandani & Stein, 2008). The impact of a father’s depression on his 
children is most significant when a father is depressed both during and after his partner’s 
pregnancy (Ramchandani et al., 2008). Research has also identified that a father’s 
involvement during the postpartum period can moderate the effects of maternal 
depression on future behavioral problems (Mezulis, Hyde, & Clark, 2004). This suggests 
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that while there is still a need for research around paternal influences on child outcomes, 
fathers and the quality of their mental health and involvement do matter within the family 
system.  
A postpartum mother’s mental health is intimately tied with the mental health of 
the supports around her (Fogarty, 2010), and the most common correlate of paternal 
depression during and after pregnancy is having a wife with elevated depressive 
symptoms (Paulson & Bazemore, 2010; Pinheiro et al., 2006; Wee et al., 2001). In 
addition, a father’s depressive mood can risk the quality of the relationship between the 
parents (Phares, 1997), and the more strained the relationship with the mother the more 
likely it is that a father will be depressed (Huang & Warner, 2005). A participatory action 
research study that was done in Canada (Letourneau et al., 2012) interviewed fathers 
whose partner had experienced postpartum depression. The researchers found that fathers 
desired support from both professional and non-professional sources around how to cope 
with their partner’s depression. These fathers also noted that their own mental health was 
minimized by healthcare professionals. Thus, taking the whole family system into 
consideration is critical when assessing for and treating depression, particularly during 
the family life cycle transition of pregnancy and the postpartum year.  
 
Objectives 
There is a need for research where PPPD is concerned. The researcher proposes a 
Delphi methodological approach to achieving consensus among experts (Stone Fish & 
Busby, 2005; Keeney, Hasson, & McKenna, 2011) due to limited understanding around 
what defines PPPD such as: symptoms, trajectory, risk factors, and protective factors. 
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Family science, as argued by Jenkins and Smith (1994) and Dawson and Brucker (2001), 
would benefit from the use of more researchers conducting Delphi studies that link 
practice and theory and provide consensus. Thus, this mixed methods approach that 
involves surveying experts on the issue of PPPD until consensus is met is suggested. The 
first objective of the proposed study is to identify the defining factors of PPPD in an 
effort to come up with an agreed upon definition of PPPD for both researchers and 
clinicians. The secondary objective is to identify the key stakeholders and next action 
steps needed in regards to PPPD. 
 
 
Rationale 
Peripartum Depression is a major health issue for parents and their children. This 
problem is often thought to be endemic to peripartum mothers, but healthcare providers 
and researchers are beginning to discuss the mental health needs of both parents during 
the transition into parenthood. Fathers are at-risk for peripartum depression (Bielawska-
Batorowicz & Kossakowska-Petrychka, 2006; Kim & Swain, 2007; Matthey et al., 2000; 
Paulson & Bazemore, 2010; Ramchandani et al., 2005; Tuszynska-Bogucka & Nawra, 
2014; Wee et al., 2001) and we are just beginning to understand the biological, societal, 
and relational aspects of their experience (Escriba-Aguir & Artazcoz, 2011; Huang & 
Warner, 2005; Kim & Swain, 2007; Letourneau et al., 2012; Storey et al., 2000; Walsh, 
2012; Wee et al., 2001; Yargawa & Leonardi-Bee, 2015). PPPD is important to define 
because of the unique experience that comes with the peripartum period for fathers and 
the lack of understanding of how depression manifests differently for them. While 
researchers and providers have struggled to identify what defines PPPD, professionals 
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from various disciplines have worked with and researched this population. Thus, a Delphi 
method of research in which consensus is sought through the surveying of those experts 
would be useful as this important topic gains awareness.  
The results of the proposed study could have various clinical implications for 
providers from various disciplines. If symptoms and risk factors are identified through 
expert consensus, health providers will feel more confident in assessing for PPPD, 
identifying what assessment tools to use, whether more precise assessments tools should 
be developed, and who to incorporate in treatment. As more and more fathers are being 
assessed and detected, appropriate treatment protocols can be tested and utilized. The 
results from this study could have implications for clinical assessment, treatment, and 
public health policy.  
Jenkins and Smith (1994) discussed the application of the Delphi methodology in 
family therapy research. Jenkins and Smith (1994) distinguish several advantages of the 
Delphi technique. They report that a Delphi study can provide a strong foundation before 
larger-scale studies are conducted while allowing for efficient collection of expert 
opinions. If consensus is achieved on what defines PPPD, it is the hope of the researcher 
that increased awareness will follow at both a research and population level.  
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CHAPTER TWO 
CONCEPTUAL FRAMEWORK 
 Peripartum depression is a major health issue for parents and their children. This 
problem is often thought to be endemic to mothers, but fathers may also bear this burden 
(Bielawska-Batorowicz & Kossakowska-Petrychka, 2006; Kim & Swain, 2007; Matthey 
et al., 2000; Paulson & Bazemore, 2010; Ramchandani et al., 2005; Tuszynska-Bogucka 
& Nawra, 2014; Wee et al., 2001). While clinicians and scholars are beginning to attune 
to the issue of PPPD, there is still a need for theoretically driven research in this area. The 
following chapter will utilize a family systems framework and a biopsychosocial model 
to conceptualize PPPD and identify what would be gained by a Delphi approach.  
 
Family Systems Theory 
 While many conceptual theories have been put forth, Family Systems theory was 
chosen as the best fit to describe the issue of PPPD and why consensus on the topic 
would be a necessary step in the field. Family Systems theory is originally derived from 
General Systems theory (Bertalanffy (1969). Ludwig Bertalanffy (Bertalanffy, 1969) 
began the conversation around systems, introducing the idea that a system is greater than 
the sum of its parts. As a biologist, he was interested in how systems maintain themselves 
when new input is introduced, and the role of feedback within a system. He believed that 
systems tend to exhibit some predictability, and suggested that living organisms are all 
open systems, meaning that they can and will be influenced by their environment.  
 Behavioral health practitioners, psychiatrists in particular, began to conceptualize 
families using the major concepts derived from General Systems theory (Whitchurch & 
Constantine, (1993). They found that their own scientific discipline of humans and 
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families could also be conceptualized through the major concepts of General Systems 
theory. They began to look at the family system as a whole instead of its individual 
members, and identified that through the practice of self-reflexivity human beings and 
families could establish goals for themselves and work towards creating change. A few of 
these founding figures of Family Systems Theory would be Gregory Bateson, Jay Haley, 
Paul Watzlawick, and Murray Bowen.  
 
 
Major Figures of Family Systems Theory and PPPD 
 Gregory Bateson believed that all forms of communication provide different 
messages, either report or command, and introduced the concept of the double bind. The 
double bind being a situation in which a person receives two contradictory messages but 
is not in a position to acknowledge or comment on the difficult situation they are in 
(Bateson et al., 1956). Bateson and his colleagues at the Mental Research Institute in Palo 
Alto (including Jay Haley) contributed the idea that family systems seek homeostasis, 
and have a constant pull towards a way of being that feels stable and familiar. Bateson’s 
colleague, Jay Haley (1976), took an interest in the function of a person’s symptoms 
within a system. He was interested in not only locating symptoms within a system, but 
exploring the role and impact that the symptoms played. 
Paul Watzlawick, an Austrian-American family therapist and psychologist, was 
another influential person at the Mental Research Institute in Palo Alto. In his text 
Pragmatics of Communication (Watzlawick, Bavelas, & Jackson, 1967), he provided 
many ideas influential to Family Systems theory, including the following: one cannot not 
communicate, all communication has larger meanings than the basics of what is being 
 12 
said, interpretations of the cause of behavior is going to depend on the position of a 
person, both non-verbal and verbal communication is important to pay attention to, and 
complementary communication is going to be influenced by differences in power.  
 Murray Bowen (1978), a psychiatrist who like many other clinicians during this 
time specialized in schizophrenia, took the idea of systems and developed his own theory. 
One of Bowen’s major contributions was his idea of differentiation, or the forces of 
togetherness and individuality that are expressed and experienced in a family system. The 
concept of a “triangle” within a family was suggested as the automatic tendency to 
involve a third party when conflict arises, as a way to decrease anxiety between the two 
conflicting members. His idea of differentiation of self, or the ability to be near others 
and emotional intensity and still maintain your individuality suggests that as 
differentiation increases, bonds between family members improve. Bowen also provided 
the therapeutic tool of the genogram, a multi-generational map of family dynamics and 
identification of psychosocial issues such as mental health disorders and substance abuse. 
It has been argued that Bowen’s theory constructs the idea of “self” in a way that 
would not fit certain cultures, spiritual persons, and many women who identify with more 
of a “connected self” and find value in togetherness (Knudson-Martin, 1994; Knudson-
Martin, 2002). Knudson-Martin (1994, 2002) argues that both togetherness and 
individuality are identified as forces experienced in a family system, but only 
togetherness is seen as a possible negative source for emotional reactivity. Bowen’s ideas 
have provided much to our field, but theories necessarily focus and privilege particular 
ideas and Bowen’s theory is no exception.  
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Many of the founding ideas provided by the identified major figures of Family 
Systems theory can be utilized in framing the question of trying to understand what 
defines PPPD, what puts fathers at risk, and how it influences and is influenced by the 
family and larger systems. As Bateson suggests, communication provides different 
messages. Fathers are at-risk to receive conflicting messages about their role as a father. 
How a father was fathered may be very different from what modern society and his 
partner expect out of him when he transitions into fatherhood. A father may still feel the 
societal pressure to be the primary breadwinner and provider, while also aiming to be a 
present and attentive parent who plays a primary role in child-rearing. A father might 
experience these messages as conflicting. While he attempts to achieve both roles 
(breadwinner and attentive parent), without a strong model for how to do it, he positions 
himself for failure and becomes at-risk for depression. A researcher interested in the 
family experience of PPPD, may be interested in discovering an expert’s opinion on the 
various messages a father and his support might receive about fatherhood, the impact of a 
child on a marriage, and what it means when depression is experienced. If there are 
double binds that are being experienced, such as a father who is being told to engage 
more with his newborn but is then punished when he engages in a way that does not fit 
the standards of someone else or told that he should engage because he wants to and not 
because he is being told, a father might not only continue to feel like he is a failure but 
may feel unsupported in his attempts to connect and positioned so that he cannot voice 
his experience.  
The theory, proposed by Haley, that systems seek homeostasis and the importance 
of locating symptoms within the system is relevant when considering PPPD. One might 
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argue that there is no greater shift in a couple’s homeostasis than when a child is brought 
into the system. During pregnancy and postpartum, a couple will most likely face 
changes in areas of intimacy, attentiveness, sleep, and/or other stressors in their day to 
day life. A couple will face these changes and the constant pull for stability and 
familiarity throughout the peripartum period. Many of these shifts, and how the couple 
relationship regulates itself during these changes, could potentially put a mother or father 
at risk for depression. Also, Haley believed that it was important to locate symptoms 
within a system. Traditionally, depressive symptoms during the peripartum period have 
been located exclusively within the mother. Providers and researchers are challenged by 
Family Systems theory to expand their attention to the whole system when assessing for 
symptomology.   
Watzlawick’s concepts regarding communication are important to consider 
regarding the issue of PPPD. According to Watzlawick, one cannot not communicate. 
Thus, if a depressed father who is withdrawing from the family is accused of not 
communicating his feelings, a clinician might be interested in what his lack of verbal 
communication is actually saying. Non-verbal forms of communication are important to 
consider, and might be even more important when working with male partners who may 
lack an emotional language to express their internal experience (Freitas & Fox, 2015). In 
addition, Watzlwack would say that interpretations of the cause of behavior depend on 
the position of a person and that complementary communication is influenced by 
differences in power. Couple relationships are not always equal and gendered power is 
something to consider when a peripartum family presents itself. One might consider what 
is being said, what is being silenced, and what socio-emotional messages each partner has 
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received about what their role as a parent and co-parent should look like. Power 
dynamics might be assessed for when working with these families so that behavior might 
be considered within that context. 
Bowen’s contribution regarding the idea of multi-generational transmitted 
messages would be important when considering discourses that are influencing a father’s 
idea of what it means to be a father. As part of this proposed study, questions providing 
experts an opportunity to discuss potential risk/protective factors that could include 
multi-generational family dynamics and paternal models would provide a new dimension 
of experiences that may be very influential. One might also consider family history of 
mental health disorders and substance abuse, both of which are considered important 
factors within Bowen theory. In addition, the concept of a triangle as a way to diminish 
anxiety within a system but that generally leads to avoidance may lead to a father’s 
symptoms going unnoticed. As identified by Knudson-Martin (1994, 2002) it is possible 
that the identified father may have received messages that togetherness is not something 
he should strive for, and that a female partner might have different expectations for his 
role. Questions that would address such risk factors would be useful.   
 
Major Concepts of Family Systems Theory and PPPD 
 When looking at family systems, one would be interested in issues such as family 
functioning, family communication, conflict, separateness and connection, cohesion, 
integration and how the system adapts to change (Whitchurch & Constantine, 1993). 
When a couple has a child, this new member of the system is going to shift the dynamics 
in which the family system maneuvers these issues. Stemming from General Systems 
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theory (Bertalanffy, 1975) the following core concepts have been identified within 
Family Systems theory (Whitchurch & Constantine, 1993) and will also be used to 
describe the issue of PPPD: a) interdependence and mutual influence, b) hierarchy, c) 
boundaries and open/closed systems, d) equifinality, and e) feedback and control. 
 Interdepedence and mutual influence means that family members have the ability 
to affect each other. The behavior of one member will influence the behavior of another, 
and when a family member leaves or enters the whole system will be affected. When a 
child is born, the system that the couple or family has grown accustomed to has 
immediately changed. How much time the couple and family members have been used to 
spending with one another could shift, as well as individual resources such as energy 
levels. The family or couple may be challenged when they find that they are unprepared 
for how this new member will influence them and their relationships. While some 
families may find that they grow closer to each other during this transition, others may 
grow distanced or strained as they adapt to the change in their homeostasis. Biological 
changes occur within individual members when a child is conceived and born, and the 
way these changes are manifested and experienced will also influence the family system. 
All of these factors, and more, can put members of the system such as fathers at risk for 
experiencing depression. 
 A hierarchy represents the way in which the system is delegated into layers 
(Whitchurch & Constantine, 1993). An issue of interest when considering hierarchy 
would be how power is allocated within a family system. Subsystems, such as the parent 
couple relationship or sibling relationships, are part of the family hierarchy. During the 
postpartum year a father may find that his partner is engaged in a relationship with their 
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child that he has a difficult time interacting with. A mother may find that she was used to 
a partner engaged in the family system who has disengaged from the parenting role just 
when she needed him most. A father may use his position or power within the family to 
give him control over when he withdraws or re-enters the family system. A mother may 
desire a shared experience of parenting decisions, or restrict a father’s role in caring for 
the child. All of these factors would be important to consider when a family system is 
changed by the conception and birth of a child.  
 A boundary represents the point of contact between the system and other systems, 
the system and its subsystems, and between the system and suprastysems such as the 
contextual environment (Whitchurch & Constantine, 1993). Self-reflexivity allows for 
members of a system to identify boundaries within the systems they interact with. We 
may experience a boundary as being impermeable (a closed system) or fluid (an open 
system). In terms of PPPD one might be interested in the boundaries a father experiences 
with his partner and his new child, such as emotional connectedness. In addition, experts 
of PPPD may have insight into how external systems such as societal discourses or 
healthcare systems put fathers at risk or keep struggling fathers from being identified and 
treated. One might explore the permeability of the family system to these types of 
influences.  
 Equifinality is the ability of a system to achieve the same goal through different 
routes (Bertalanffy, 1968). Goal-oriented behavior in a family system can come from 
communication of information between its members and from how this communication is 
organized (Whitchurch & Constantine, 1993). When considering the peripartum family, 
one might consider what the individual goals are for the family, as well as how each 
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member anticipates they might get there. The couple might have shared goals but have 
difficulty communicating and identifying those shared goals when they are hung up on 
their idea of how it is reached. There is also flexibility in equifinality, in that a system can 
reach their goal through various methods. So if a peripartum family gets stuck on their 
goal towards whole family health and positive relational dynamics, they can continue to 
work towards those same goals through a different avenue.  
 A feedback loop is a closed path along which information travels in a circular way 
through a family. Feedback loops regulate themselves through this circular process 
(Whitchurch & Constantine, 1993). A negative feedback loop works to maintain 
homeostasis within a system. For instance, when a “deviant” or something different 
enters a system that is used to functioning a certain way, the system that is operating 
under a negative feedback loop will work to maintain how things used to function by 
eliminating the change. Within a positive feedback loop the change resulting from the 
introduction of something new (such as a baby) would be amplified or increased so that 
the system itself changes and is sustained. Whether or not the family system supports the 
change brought by a new baby can affect the experience and mental health of its 
individual members and parts. At the same time, some behaviors (such as couple 
intimacy and connection) may be difficult to maintain during the peripartum period, but 
strongly desired components for the couple in their relationship. The couple may desire to 
work on strengthening these components despite the pull for change that can come from 
having a baby.  If there is disagreement on how this might happen, it is possible that 
either parent can feel isolated or at-risk for experiencing depression.  
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 In conclusion, Family Systems theory can provide a framework from which one 
might understand how a family system is impacted by the conception and birth of a child 
and the issue of PPPD. Concepts derived from the founding figures that have contributed 
to Family Systems theory and the major propositions can be used to describe why a father 
is at-risk and how PPPD can affect the family system as a whole. Up until recently the 
mental health of the father has been grossly ignored. Family Systems theory would 
indicate that every member of the family system should be considered, particularly when 
a new member is born. Thus, fathers and the quality of their mental health when the 
family system expands should be better understood. Obtaining consensus from experts 
would be a logical step in grounding the issue of PPPD in the literature so that providers 
and families alike can better understand the experience and challenges that can occur 
when a man becomes a father. 
 
A Biopsychosocial Model 
As originally proposed by George Engel (1977, 1980), the biopsychosocial model 
shifted the way that healthcare providers were conceptualizing and treating their patients. 
Also stemming from General Systems theory, Engel (1977) believed that medicine and 
psychiatry needed to shift their professional responsibility by going beyond the 
biomedical model of care to a more holistic perspective. The biomedical model stems 
from a reductionist perspective, in that the only tools needed to study biological systems 
are physical in nature. The mind-body dualism that came from the biomedical model, as 
noted by Engel (1977), was simply a belief system traditionally used to make sense of 
disease. The western world had adopted this model as doctrine, and George Engel was a 
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pioneer in shifting that perspective. He believed that the biomedical approach to disease 
had been monumentally successful, but did not address the psychosocial aspects of a 
human being. 
To account for the human experience of disease, George Engel proposed the 
biopsychosocial model. He believed in the importance of the relationship between the 
biochemical, psychological, and social relationship of a disorder. Since his original 
argument for implementing a psychosocial aspect to biomedical care, others have used 
this model to guide their clinical work and research. Hodgson and colleagues (2007) took 
the ideas of Engel and created an interview that would allow a clinician to gather a 
comprehensive patient/family profile. This interview uses questions related to a patient’s 
physical symptoms, diagnosis and medical treatment, their thoughts, feelings and state of 
mental health, as well as identifies their sources of support and relationships with others. 
In addition, this interview incorporates a spiritual component to identify a patient’s 
system of beliefs, a system from which both risk and protective factors can develop. The 
original biopsychosocial model proposed by George Engel (1977; 1980) and the 
questions derived from this model by Hodgson and colleagues (2007) will inform what 
areas of PPPD will be addressed in the proposed Delphi study.  
 
Biological Factors 
Biological factors have been associated with maternal peripartum depression 
(Letourneau et al., 2011; Miller, 2002). A recent longitudinal study interested in the role 
of estrogen and postpartum depression in women (Mehta et al., 2014) measured 
hormones and gene expression in the first and third pregnancy trimesters. Mehta and 
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colleagues (2014) did find that women with postpartum depression displayed an 
increased sensitivity to estrogen receptor signaling. It has been hypothesized that PPPD 
may also be related to hormonal changes in fathers (Kim & Swain, 2007; Storey et al., 
2000). Among fathers, the estrogen level may increase during the last month of their 
partner’s pregnancy until the early postpartum period (Berg & Wynne-Edwards, 2001). 
One study found that the more involved the father was in parenting, the higher his level 
of estrogen in comparison to other fathers that were less involved (Fleming et al., 2002). 
More research should be conducted to better understand the role of estrogen in PPPD.  
Testosterone levels also change during a partner’s pregnancy (Wynne-Edwards, 
2001). Testosterone begins to decrease in fathers, at least a few months before a child is 
born and remains low several months after childbirth for most fathers (Wynne-Edwards, 
2001). Research has suggested that lower levels of testosterone can be linked to less 
aggressive behavior, better concentration in parenting, more sympathy, and more 
responsiveness to an offspring’s cry (Clark & Galef, 1999; Wynne-Edwards, 2001). 
While more research would be needed to draw direct links between testosterone and 
paternal depression, it is noteworthy that lower levels of testosterone have been 
associated with depression in older men (Carnahan & Perry, 20014; Seidman & Walsh, 
1999; Seidman & Weiser, 2013). As part of the proposed Delphi study, the experts will 
be asked questions regarding the biomedical aspects of peripartum depression in men. An 
example of an open-ended question relevant to the biomedical factors of PPPD that could 
be asked of the experts during Round One of the Delphi process could be: “What 
biological factors put a father at-risk for depression during and/or after a pregnancy?”  
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Psychological Factors 
The manifestation of some mood states may be different in men than in women. A 
sad mood may be less apparent in depressed men (Cochran & Rabinowitz, 2000; Condon, 
Boyce, & Corkindale, 2004; Matthey et al., 2000), with the most notable change 
evidenced in their social functioning (Spector, 2006). Men begin to withdraw from social 
supports and express more anger or irritability when depressed (Spector, 2006). 
Complicating things even more, one might consider the possibility that the father’s 
irritable mood and withdrawal could be signs of a new father struggling with a colicky 
baby or trying to live up to the gendered role expectation of provider and breadwinner 
(Kim & Swain, 2007). While these symptoms can point to other issues, they can just as 
easily mask underlying depression. An example of an open-ended question relevant to the 
psychological factors of PPPD that could be asked of the experts during Round One of 
the Delphi process could be: “What symptoms are commonly experienced when a father 
has depression during and/or after a pregnancy?”  
 
Social Factors 
Maternal depression is the strongest predictor of PPPD (Goodman, 2004; Paulson 
& Bazemore, 2010; Pinheiro et al., 2006; Wee et al., 2011) with 24 to 50% of fathers 
whose partners are depressed also experiencing depression (Goodman, 2004; Pinheiro et 
al., 2006). A postpartum mother’s mental health is intimately tied with the mental health 
of the supports around her (Fogarty, 2010). Systemic factors such as arguments with 
family members, depth of the spousal relationship, and marital maladjustment have been 
found to be significantly associated with postpartum depressive symptoms in women 
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(Alkar & Gencoz, 2005; Page & Wilhelm, 2007). In regards to PPPD, a father’s 
depressive mood can risk the quality of the relationship between the parents (Phares, 
1997), and the more strained the relationship with the mother the more likely it is that a 
father will be depressed (Huang & Warner, 2005). In terms of child influences, early 
infant crying and sleeping problems have been associated with both maternal and paternal 
depression (Smart & Hiscock, 2007) although the direction of effects are still unclear. 
A handful of studies have looked at the impact of paternal depression on the 
family system (Escriba-Aguir & Artazcoz, 2011; Huang & Warner, 2005; Wee et al., 
2011; Yargawa & Leonardi-Bee, 2015). Less research has looked at the impact of 
paternal depression on child outcomes in comparison to maternal depression, but the 
limited research does suggest that paternal depression increases the likelihood of 
behavioral and emotional problems later on in a child’s life even after maternal 
depression and education levels are controlled for (Ramchandani et al., 2005; 
Ramchandani & Stein, 2008). The impact of a father’s depression on his children are 
most significant when a father is depressed both during and after his partner’s pregnancy 
(Ramchandani et al., 2008). An example of an open-ended question relevant to the social 
factors of PPPD that could be asked of the experts during Round One of the Delphi 
process could be: “What role does the father’s partner, family members, and other loved 
ones have when he experiences depression during and/or after a pregnancy?”  “What are 
the potential family (including couple and child) outcomes when paternal depression is 
experienced during and/or after a pregnancy?” 
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Conclusion 
In line with the Delphi method, this study intends to have experts respond to 
questions or rank an item’s importance based on their own expertise and theoretical 
framework, which may not stem from Family Systems or a biopsychosocial model. The 
Delphi method is deductive in nature, therefore utilized to construct theory through 
consensus. The theory and model described above will inform the areas in which 
consensus is sought, but the researcher aims to stay close to the responses and expert 
opinion of the panelists and the diverse ways in which they conceptualize the issue at 
hand.  
A father’s role during the family life cycle transition of bringing a child into the 
world should not be underestimated. Researchers and clinicians are both beginning to 
identify the risks associated with a father struggling with depression during his partner’s 
pregnancy and postpartum, as well as the risks of this struggle going unnoticed. Further 
research that continues to look more intimately at this issue should be guided by theory 
and aim to link theory to practice. The results of these studies will contribute to our 
understanding of PPPD, hopefully leading to more questions that the community of 
family science will work towards answering.   
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CHAPTER THREE 
REVIEW OF THE LITERATURE 
The purpose of this literature review is to provide the reader with an overview of 
the current research on peripartum depression in fathers, with special attention given to 
the biological, psychological, and social factors associated with this disorder. The reader 
will also gain knowledge on the clinical, operational and financial realms that pertain to 
the issue of PPPD. Lastly, this review will discuss the current gaps and limitations of 
existing literature and why a Delphi study in which consensus is gained is the next logical 
step for the field. 
 
Paternal Peripartum Depression 
Peripartum Depression is a major health issue for parents and their children. This 
problem is often thought to be endemic to peripartum mothers. The attention given to 
mothers is warranted, considering it has been suggested that approximately 15% of 
mothers are at risk to experience a Major Depressive episode during the postpartum 
period (Pearlstein et al., 2009). Postpartum Depression has been linked with feelings of 
worthlessness and hopelessness, extreme anxiety, anhedonia, decreased concentration, 
inability to make decisions, insomnia, confusion, fatigue, appetite changes, emotional 
liability, suicidal ideations, and in rare occasions infant and/or maternal mortality (Beck, 
2006; Letourneau et al., 2012). In addition, mothers who are depressed during the 
peripartum period have reported feelings of shame and isolation, resulting from the 
cultural standards of what it means to be a “good mother (Kundson-Martin & Silverstein, 
2009). 
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Fathers are also at-risk for peripartum depression (Bielawska-Batorowicz & 
Kossakowska-Petrychka, 2006; Kim & Swain, 2007; Matthey et al., 2000; Paulson & 
Bazemore, 2010; Ramchandani et al., 2005; Tuszynska-Bogucka & Nawra, 2014; Wee et 
al., 2011) but have traditionally received less clinical attention during their transition into 
fatherhood. Maternal depression is the strongest predictor of PPPD (Goodman, 2004) 
with 24 to 50% of fathers whose partners are depressed also experiencing depression 
(Goodman, 2004; Pinheiro et al., 2006). Historically, family gender roles have put mother 
as the primary and irreplaceable caregiver and father as the ideal, yet typically absent, 
provider (Walsh, 2012). Yet, the modern father is also expected to be more fully engaged 
in parenting and may also experience feelings of shame and guilt when they do not live 
up to this standard (Bretherton, Lambert, & Golby; Gage & Kirk, 2002). Men, and thus 
fathers, who experience depression are likely to disengage and silence their vulnerable 
emotions (Letourneau et al., 2011; Spector, 2006), so one can imagine that a father 
experiencing depression during the peripartum period is likely to withdraw and not share 
his internal experience. These factors, along with others, put depressed peripartum fathers 
at-risk of going unnoticed and untreated. Compounding the issue is the lack of consensus 
and knowledge of PPPD among medical and behavioral health providers.  
 
Prevalence, Trajectory, and Symptomology 
Studies that estimate the prevalence of PPPD vary depending on the sample and 
measure of depression that is utilized. The current estimate of the prevalence of men 
experiencing postpartum depression in the United States hovers around 10% (Paulson & 
Bazemore, 2010). This is in comparison to the 5% of all U.S. men that will experience 
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depression during a given year (Kessler, Berglund, & Demler, 2003; SAMHSA, 2012). A 
study in Denmark found a similar doubling of rates when looking at depression in men 
during the postpartum period (Madsen & Burgess, 2010). However, studies from around 
the world have found postpartum depression among fathers to range anywhere from 5.3 
to 31.7% (Areias et al., 1996; Dudley et al., 2001; Escriba-Aguir & Artazcoz, 2011; 
Parfitt & Ayers, 2014). One particular study that excluded fathers who had previous 
suicide risk or mood disorders, found that the prevalence of suicide risk in fathers during 
the postpartum period was 4.7% rising to 20.97% when a father was depressed (Quevedo 
et al., 2011). The suicide risk of the 4.7% of fathers without postpartum depression was 
associated with a mother’s mood disorder and anxiety disorders.  
The trajectory and symptomology of peripartum depression in fathers can look 
different than that of mothers.  Depression in fathers may begin later during the first year 
of the baby’s life, and some research suggests it manifests during the 3-6 month 
postpartum period (Bielawska-Batorowicz & Kossakowska-Petrychka, 2006; Kim & 
Swain, 2007; Matthey, et al., 2001; Paulson & Bazemore, 2010). Less is known about the 
trajectory of depression for fathers during their partner’s pregnancy, even though 
pregnancy has been identified as a period of greater stress for fathers than the postpartum 
period (Huang & Warner, 2005; Condon et al., 2004). One study found that half of men 
who were depressed before the birth of their child were also depressed 8 weeks 
postpartum, indicating the importance of attuning to a father’s mental health both during 
and after their partner’s pregnancy (Ramchandani et al., 2008). Fathers whose partners 
are depressed have reported feeling isolated, overwhelmed, scared and stigmatized 
(Davey, Dziurawiec, & O-Brien-Malone, 2006). While consensus is lacking, the 
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symptoms of PPPD may be different from that of maternal depression. Symptoms such as 
withdrawal, irritability, indecisiveness, anger, resentment, and fatigue have been linked 
with depression in men and fathers (Harvey & McGrath, 1988; Letourneau et al., 2011; 
Melrose, 2010). 
 
Biological Factors 
Biological factors have been associated with maternal peripartum depression 
(Letourneau et al., 2011; Miller, 2002). A recent longitudinal study interested in the role 
of estrogen and postpartum depression in women (Mehta et al., 2014) measured 
hormones and gene expression in the first and third pregnancy trimesters. Mehta and 
colleagues (2014) did find that women with postpartum depression displayed an 
increased sensitivity to estrogen receptor signaling. It has been hypothesized that PPPD 
may also be related to hormonal changes in fathers (Kim & Swain, 2007; Storey et al., 
2000). Among fathers, the estrogen level begins to increase during the last month of their 
partner’s pregnancy until the early postpartum period (Berg & Wynne-Edwards, 2001). 
One study found that the more involved the father was in parenting, the higher his level 
of estrogen in comparison to other fathers that were less involved (Fleming et al., 2002). 
The complexity of estrogen as a possible protective factor, whether or not all men 
experience increased levels of estrogen in the postpartum period, the trajectory of 
estrogen in a father’s body and the impact it may have when it levels off, along with the 
relationship between estrogen and depression, should be more closely researched in the 
years to come. 
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Testosterone levels also change during a partner’s pregnancy (Wynne-Edwards, 
2001). Testosterone begins to decrease in fathers, at least a few months before a child is 
born and remains low several months after childbirth for most fathers (Wynne-Edwards, 
2001). Research has suggested that lower levels of testosterone can be linked to less 
aggressive behavior, better concentration in parenting, more sympathy, and more 
responsiveness to an offspring’s cry (Clark & Galef, 1999; Wynne-Edwards, 2001). It is 
interesting to note that lower levels of testosterone have been associated with depression 
in older men (Carnahan & Perry, 20014; Seidman & Walsh, 1999; Seidman & Weiser, 
2013). While still unknown, it would be useful to explore if the same association is 
possible in peripartum men. Ideally researchers will continue their efforts in 
understanding the biological changes that occur in fathers during their partner’s 
pregnancy and how these changes might put some fathers at risk for depression. 
 
Psychological Factors and Measures 
Men are less likely than women to seek help from a mental health professional 
when they are depressed (Mahalik, Englar-Carlson, & Good, 2003; O’Brien, Hunt, & 
Hart, 2005; Rochlen et al., 2010), a finding most likely influenced by societal messages 
that suggest that men are meant to be strong and not ask for help (Letourneau et al., 
2011). The manifestation of some mood states may be different in men than in women. A 
sad mood may be less apparent in depressed men (Cochran & Rabinowitz, 2000; Condon, 
Boyce, & Corkindale, 2004; Matthey et al., 2000), with the most notable change 
evidenced in their social functioning (Spector, 2006). Men begin to withdraw from social 
supports and express more anger or irritability when depressed (Spector, 2006). 
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Complicating things even more, one might consider the possibility that the father’s 
irritable mood and withdrawal could be signs of a new father struggling with a colicky 
baby or trying to live up to the gendered role expectation of provider and breadwinner 
(Kim & Swain, 2007). While these symptoms can point to other issues, they can just as 
easily mask underlying depression.  
Depression measures may have a better chance of adequately detecting 
postpartum depression in women than in men, possibly due to depressed affect being 
underreported by men (Matthey, 2000). Since no tool has been developed that is 
specifically designed to measure PPPD many depression measures used could include 
items that may be non-pathological if experienced in the peripartum period, such as 
changes in sleep. A tool developed originally to detect postpartum depression in women, 
the Edinburgh Postnatal Depression Scale (EPDS) (Cox, Holden & Sagovsky, 1987) has 
been validated on fathers (Matthey et al., 2001). A lower cut-off score on the EPDS for 
fathers has been suggested, due to certain items being more relevant to mothers such as 
an endorsement of tearfulness or crying (Matthey et al., 2001). Since the EPDS may not 
fully capture the male experience of depression, the Gotland Male Depression Scale 
(GMDS) has also been suggested for screening (Habib, 2012; Madsen & Juhl, 2007). 
Madsen and Juhl (2007) conducted a study with fathers at six weeks postpartum. In this 
study 21% of the at-risk fathers scored above-threshold on the GMDS and below-
threshold on the EPDS, thus a sizeable amount of fathers were identified with the male 
symptom sensitive tool only. Habib (2012) suggests that both tools be used for 
assessment and outcome measures since no current refined scale exists specifically for 
peripartum fathers.  
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PPPD and the Family System 
Family science would benefit from an increased attention to a father’s mental 
health during the peripartum period (Letourneau et al., 2012). A handful of studies have 
looked at the influence of the family system and implications for relationships that are 
important to consider when assessing for and treating peripartum depression in fathers 
(Escriba-Aguir & Artazcoz, 2011; Huang & Warner, 2005; Wee et al., 2011; Yargawa & 
Leonardi-Bee, 2015). Less research has looked at the impact of paternal depression on 
child outcomes in comparison to maternal depression, but the limited research suggests 
that paternal depression increases the likelihood of behavioral and emotional problems 
later on in a child’s life (Ramchandani et al., 2005; Ramchandani & Stein, 2008) even 
after maternal depression and contextual factors such as education are controlled for. 
Ramchandani and colleagues (2008) specifically found that young boys whose fathers 
had experienced PPPD had higher rates of conduct problems. Controlling for maternal 
depression and later paternal depression, Fletcher and colleagues (2011) found that early 
paternal depression significantly predicted poorer psychological development as well as 
behavioral challenges in children ages 4-5. Specifically this study found that boys’ 
hyperactivity and girls’ emotional problems and social development were the most 
vulnerable when early paternal depression was experienced. The impact of a father’s 
depression on his children is most significant when a father is depressed both during and 
after his partner’s pregnancy (Ramchandani et al., 2008). It has also been found that a 
father’s involvement during the postpartum period can moderate the effects of maternal 
depression on future behavioral problems (Mezulis, Hyde, & Clark, 2004). This suggests 
that while there is still a need for research around paternal influences on child outcomes, 
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fathers and the quality of their mental health and involvement do matter within the family 
system.  
A postpartum mother’s mental health is intimately tied with the mental health of 
the supports around her (Fogarty, 2010), and many fathers will identify their spouse as 
their main source of support (Harvey & McGrath, 1988). Further, the most common 
correlate of paternal depression during and after pregnancy is having a wife with elevated 
depressive symptoms (Goodman, 2004; Paulson & Bazemore, 2010; Pinheiro et al., 
2006; Wee et al., 2011). In addition, a father’s depressive mood can risk the quality of the 
relationship between the parents (Phares, 1997), and the more strained the relationship 
with the mother the more likely it is that a father will be depressed (Huang & Warner, 
2005). Letourneau and colleagues (2012b) interviewed fathers whose partner had 
experienced postpartum depression. The researchers found that fathers desired support 
from both professional and non-professional sources around how to cope with their 
partner’s depression. These fathers also noted that they felt their own mental health was 
minimized by healthcare professionals. Thus, taking the whole family system into 
consideration is critical when assessing for and treating depression, particularly during 
the family life cycle transition of pregnancy and the postpartum year.    
 
Operational and Clinical Considerations 
 The challenges that primary care providers face around assessing and treating 
peripartum depression have been explored, yet only within the scope of maternal 
depression.  Leiferman and colleagues (2008) noticed an apparent gap between 
opportunities for primary care physicians to intervene when a mother presented with 
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postpartum depression and the actual delivery of care.  While over 90% of the physicians 
reported that it was their responsibility to recognize maternal depression, a large 
percentage rarely or never assessed for depression.  The most common barriers reported 
by physicians were: limited time, patient barriers, lack of knowledge and skills, and 
responsibility for follow-up care (Leiferman et al., 2008). One can imagine that 
physicians are even less likely to screen and provide care or resources to depressed 
fathers given the decreased awareness and knowledge regarding PPPD. The proposed 
study could potentially identify physicians as key stakeholders and identify a care 
pathway that could alleviate some of the challenges identified by these physicians.  
 Letourneau and colleagues (2012a) conducted a review of the gap in literature 
around family-centered approaches to postpartum depression.  They suggest that 
healthcare providers in particular should include fathers in family-centered interventions 
for postpartum depression. Unfortunatley, peripartum mental health has been mostly 
marketed as a maternal and child health issue. These authors suggest that when a mother 
screens positive that the father is not only incorporated into her treatment but that he is 
screened as well. Whether depression is present for the father or not, the authors suggest 
that fathers enter the therapeutic process with their wives and that a multi-disciplinary 
approach is appropriate.   
 Habib (2012), an Australian clinical psychologist, suggests a stepped-care 
preliminary intervention model for PPPD.  At the first level of care he suggests that 
expectant fathers are provided psycho-education around the changes and challenges they 
might expect in fatherhood including information on the symptoms of depression.  It is 
suggested that someone on the father’s, mother’s, or child’s healthcare team be the one to 
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deliver this information.  The second level suggests that during a child-birth education 
program, fathers are offered a seminar that is geared solely towards their needs.  It is 
suggested that assessment take place at this level, and if fathers are symptomatic or seem 
at-risk for depression, a group Cognitive-Behavioral approach is recommended as the 
most cost-effective, appropriate, and engaging approach. The third level of care includes 
either one-on-one or couple/family therapy depending on the needs of the father. When 
discussing assessment, Habib acknowledges that assessment is potentially hampered by 
controversy over the definition of perinatal depression in fathers. A Delphi study in 
which experts reached consensus on the defining factors of PPPD could address this issue 
and lead to more confident assessments and thus treatment. 
In a separate study, Letourneau and colleagues (2012b) asked fathers whose 
partner’s had experienced depression questions such as: “When did you and your partner 
need support the most?” “What types of support would have helped?” The researchers 
found that fathers desired support from both professional and non-professional sources 
around how to cope with their partner’s depression.  The fathers spoke easily about their 
partner’s support needs. When probed to discuss their own needs, these fathers reported a 
desire to have someone to talk to and that friends and family were often surprised at his 
desire to discuss parenting. These fathers noted that they felt their own mental health was 
minimized by healthcare professionals and desired healthcare professionals who were 
respectful, understanding, and responsive to their expressed needs. In terms of 
professional awareness, fathers spoke to the inadequacy of the healthcare system in 
educating, screening and identifying postpartum depression in both mothers and fathers. 
These fathers felt that families and professionals would benefit from improved 
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understanding and identification of depression in peripartum families and recommended 
an increase in the public and professional awareness of postpartum depression. The 
proposed Delphi study would be a logical response to these recommendations. 
 
Financial Considerations: The Potential Cost of PPPD 
While we do not know the exact financial cost of PPPD, we can estimate its cost 
based on other statistics. Major Depressive Disorder as a whole affects approximately 15 
million American adults a year (Kessler et al., 2005; SAMHSA, 2012), is the leading 
cause of disability in the U.S. and remains a costly and significant public health concern 
(World Health Organization, 2008). The economic cost of depression is estimated to fall 
somewhere between $36 - $83 billion a year (Kessler et al., 2006; Stewart et al., 2003), 
direct medical costs accounting for approximately $26 billion (Birnbaum et al., 2010) and 
suicide-related mortality related costs hovering just over $5 billion (Birnbaum et al., 
2010). One would want to consider the occupational costs as well, since many fathers are 
providing income during the peripartum period. Workplace costs of depression, which 
can include medical and pharmaceutical costs, absenteeism, presenteeism and disability 
claims, are estimated to cost nearly $52 billion a year (Birnbaum et al., 2010). 
The U.S. has just started to begin to look at the costs of untreated maternal 
depression. The costs related to both mother and the child of a depressed mother was 
estimated to be a little over $25,000 a year for one untreated mother (Diaz & Chase, 
2010). Australian researchers have looked more closely at the financial costs of perinatal 
depression. Their nationwide organization Post and Antenatal Depression Association 
found that perinatal depression alone will cost them an estimated $433 million dollars in 
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2012 (Post and Antenatal Depression Association, 2012). This number includes health 
care costs, lost productivity and foregone tax. Noting that Australia has a population of 
22.6 million people, and that the United States has a population close to 320 million 
people, not caring for our mothers is a huge financial burden. While one can assume that 
the cost of a father going untreated is going to be a financial burden to our society, it is 
something that we still need to begin to understand. It is the hope of the current 
researcher that the results of the proposed study would highlight the potential financial 
costs of this mental health issue. These steps may provide a strong argument for attuning 
to the operational structures that could detect a struggling father and provide an entryway 
for good clinical treatment. 
 
Limitations of the Literature 
 While researchers and clinicians are beginning to attune to the issue of peripartum 
depression in fathers, there still exists a need for consensus and direction. In particular, 
consensus is needed in understanding how depression in peripartum fathers differs from 
what we know about mothers. A greater understanding in terms of symptomology and 
trajectory could lead to more nuanced assessment tools and detection. The understanding 
around risk factors and the impact of PPPD on relationships and child outcomes is still 
limited, and would be important to better understand for clinicians and researchers alike. 
If we begin to answer some of the questions still surrounding PPPD, clinicians and policy 
makers would have the necessary information to take action so that stigma is reduced and 
appropriate care is implemented. No research has identified key stakeholders or identified 
research priorities and next action steps needed. Identifying consensus within these areas 
 37 
could lead to targeted research and action plans. The topic of struggling peripartum 
fathers has historically been neglected in research and mental health policies (Habib, 
2012; Letourneau et al., 2012b), yet a handful of experts from around the world have 
tuned into this issue in both clinical practice and research. Consensus among these 
experts would identify the importance of this issue for families, provide defining factors, 
and indicate next steps needed. The proposed research study would not only help fill gaps 
within the current literature but has the potential to jumpstart community action. 
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CHAPTER FOUR 
METHODOLOGY 
 This study will utilize a mixed-methods approach known as the Delphi technique 
(Dalkey & Helmer, 1963; Linstone & Turoff, 1975) to answer the proposed study’s 
research questions. Using Family Systems theory and the biopsychosocial model, the 
study aims to answer the following research questions: 
a) What are the biological, psychological, and social defining factors of PPPD?  
b) What are the clinical, operational, and financial (costs if untreated) 
implications of this mental health issue? 
c) What would be considered the next action steps needed in regards to the issue 
of PPPD?   
d) Who are the key stakeholders? 
 Defining factors of interest would include: terminology, risk factors, protective 
factors, etiology, and symptomology. The proposed study will explore factors related to 
the clinical treatment of PPPD, such as: appropriate assessment, utility of relevant 
measures, treatment, and systemic impact of PPPD. In addition, the results of the study 
will identify a potential care pathway for treatment, potential financial costs if untreated, 
and key stakeholders. 
 This dissertation will use the publishable paper format. The dissertation project 
will result in two publishable papers, the first being derived from the literature review 
and will provide clinical considerations from a family therapy perspective. This paper 
will be published in the Journal of Contemporary Family Therapy (Freitas and Fox, 
2015). The second publishable paper will be derived from the Delphi study results. Based 
 39 
on the audience of interest and previous publications on the topic, possible journals in 
which the proposed Delphi study could be published are: Birth: Issues in Perinatal Care, 
the Journal of Family Studies, the Journal of Affective Disorders, and the Journal of 
Reproductive and Infant Psychology. A timeline of the proposed study can be found in 
Appendix A. 
 
 
Delphi Method 
 Various methods of research have been identified in an effort to answer questions 
raised by researchers as a whole. Method designs, particularly within family science, 
have been categorized as falling within the category of quantitative, qualitative or mixed 
methods (Sprenkle & Piercy, 2005). One particular approach within mixed methods 
design, which aims to achieve expert consensus on a topic, has been utilized across 
various disciplines. This method, called the Delphi technique, will be the focus of this 
chapter.  
 
Historical Foundation 
Delphi, located in Greece, was home to the most important oracle in Greek 
history (Stone Fish  & Busby, 2005; Keeney, Hasson, & McKenna, 2011). According to 
the historical account reported by Keeney and colleagues (2011) people would travel 
from afar to receive answers from the Delphi oracle. Thus, the word Delphi is understood 
to mean ‘good judgment’ on an issue. This methodology, aimed to bring together the 
judgments and opinions of those who are considered experts, was named after the home 
of this oracle. In an effort to study inter-continental warfare, a project was created to 
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elicit expert’s opinions on the probability, intensity, and frequency of enemy attacks in 
the 1950s to 1960s (Dalkey & Helmer, 1963). The founders, Olaf Helmer, Norman 
Dalkey and Nicholas Rescher, would ask experts to report their opinion on these 
particular issues of warfare and the process of asking their opinion would be repeated 
until consensus was found. An employee of the project, Abraham Kaplan, coined the 
term of the technique we are familiar with today, the Delphi (Keeney, Hasson, & 
McKenna, 2011). Since these early years, various versions of the Delphi have been 
developed and used across disciplines including family science, social science, health and 
medicine, business, political science, and to address issues that face society such as the 
environment and education (Stone Fish  & Busby, 2005).   
The Delphi method was first introduced to family therapy through Sam Cochran 
who was originally part of the warfare project and decided to bring the method to the 
psychology department at East Texas State University (Stone Fish  & Busby, 2005). 
Cochran was a committee member for a dissertation project that was under the advisory 
of Fred Piercy. This dissertation, identified as being one of the first uses of the Delphi 
within family science, used a Delphi approach to reach expert consensus about a model 
of family therapy curriculum (Winkle, Piercy, & Hovestadt, 1981).  
 
Philosophical Assumptions  
The founders of the Delphi method based their methodology on the assumption 
that having more than one opinion on a subject was better than just a single opinion, and 
that through a collective process it is possible to reach consensus on a topic (Linstone & 
Turoff, 1975). Philosophically, within the Delphi method it is more important to focus on 
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the application of useful knowledge than to find the truth, and truth is actually seen as 
being relative (Stone Fish  & Busby, 2005). Based on these underlying assumptions, the 
goal of the Delphi method is to move a field of research or an area of interest forward so 
that further steps can be taken (Stone Fish  & Busby, 2005; Keeney, Hasson, & 
McKenna, 2011). 
 There has been no formal guideline created for the use of the Delphi method. 
While some will argue the limitations of this, others might agree to the flexibility of the 
Delphi method due to the lack of rigid guidelines (Keeney, Hasson, & McKenna, 2011). 
The Classical Delphi introduces a questionnaire to a panel of chosen experts in an effort 
to seek their informed opinion on a subject matter. Their responses are used to generate 
further questionnaires, and they are asked to consider their initial responses (based on the 
anonymous responses of other participants) and to return the answered questionnaire to 
the researchers. Three or four rounds of this process may occur until consensus is met. It 
is considered a true mixed methods approach because the most common or average 
response is calculated and shared with responders so that they might see where their 
answers lie in relation to others. At the conclusion of the study the results with the 
highest median and smallest interquartile range (a measure of variability) may be 
reported as consensus results. 
 
Recruitment 
The goal of the proposed Delphi study is to obtain the opinions of experts on 
PPPD; therefore a purposive sampling technique will be utilized (Linstone & Turoff, 
1975). Sampling may be considered the most important step when conducting a Delphi 
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study, due to the consensus outcome being based on the trustworthiness of the panelists 
chosen (Stone Fish  & Busby, 2005). When considering one’s sample for a Delphi study, 
the goal is not to achieve a sample that is representative of the population (as is the goal 
for many studies). Rather, one must achieve a sample of experts that have been identified 
within their field of interest. Criteria for who would be considered an expert within a field 
of interest must be determined and inclusion criteria with particular boundaries will be set 
(Keeney, Hasson, & McKenna, 2011).  
Inclusion criteria for identifying experts in various other Delphi studies have 
included several of the following: type of degree or license held, years of professional 
experience, years spent teaching on a subject, number of publications, and number of 
professional presentations (Blow & Sprenkle, 2001; Davey et al., 2011; Dienhart & Avis, 
1994; Godfrey et al., 2006; Jenkins, 1996; Sori & Sprenkle, 2004). For the proposed 
dissertation, the researcher developed inclusion criteria through a process of online 
searches, literature reviews, and conversations with professionals in the field. The 
researcher engaged in an exploratory process to investigate whom others might consider 
an expert in the field of PPPD. Through a review of the training, experiences, and areas 
of expertise of potential experts, the following criteria properties were identified: 
Two of the following five criteria must be met in order to be considered for 
inclusion as an expert on PPPD: 
1) clinical or other professional expertise working with fathers struggling with 
PPPD (expertise defined as working directly with 3 or more depressed 
peripartum fathers in the past year) 
2) one published peer-reviewed article on PPPD 
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3) one or more non-peer reviewed multimedia article(s), interview(s), or video(s) 
on the topic of PPPD 
4) an individual who has facilitated a class, training, and/or presentation on the 
topic of PPPD for professionals or families through a professional 
organization  
5) Principal investigator (PI) or Co-PI of a related project/study or grant 
involving PPPD 
(or) 
Experts would also be considered for inclusion if they have more than one 
published peer-reviewed paper or study on PPPD. 
The researcher initially considered including an experienced episode of PPPD as a 
possible inclusion criterion. An individual who has experienced PPPD and written for a 
non-peer reviewed source (two potential inclusion criteria) may not be a ‘professional’ in 
a field interested in the identified peripartum population. Based on the study’s aim to 
have expert panelists who are also professionals, an experience of PPPD was removed. 
Although, a professional who has experienced PPPD, but also meets the finalized above 
inclusion criteria may be included as an expert on PPPD.  
The experts will be initially contacted via a cover letter through e-mail. If no e-
mail is identified for an individual they will be mailed the cover letter. The cover letter 
will include an invitation to participate in the proposed study, the aim of the study, the 
importance of the study, steps and structure of the study, and potential time commitment. 
If an expert agrees to participate they will receive a follow-up letter with more detailed 
information on the structure of the study, panelist expectations, and information 
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regarding confidentiality and informed consent. The proposed study is excluded from 
IRB review because personal information about the experts will not be collected and is 
not relevant to the outcomes of the study. Verification of an expert meeting inclusion 
criteria would be confirmed through a short survey attached to informed consent in which 
the experts are asked to mark which inclusion criteria they meet and provide information 
such as titles of papers or grants that are considered relevant. This information would not 
be considered data, but will only be used as verification for inclusion. 
An aspect of the Delphi method that is important to consider is the role of 
anonymity. Panelists provide and receive feedback based on their own responses and 
opinions of other experts that are participating on the panel. In truth, Keeney and 
colleagues (2011) identify that quasi-anonymity is more appropriate in identifying the 
role of anonymity within a Delphi study. This is due to the fact that the experts are 
potentially colleagues and might determine that their colleagues are involved. In addition, 
the respondents are not anonymous to the researcher. The hope within a Delphi approach 
is that even within quasi-anonymity, the participants answer truthfully and do not find 
themselves being influenced by other panelists that they might determine are involved 
(Keeney, Hasson, & McKenna, 2011).  
The projected size of the sample will be dependent on how many possible experts 
are identified. The aim of the Delphi method is to achieve consensus rather than explore 
group differences, making typical measures of statistical power (related to sample size) 
less relevant (Yap et al., 2014). With that said, the hope is that there is an acceptable 
response rate to the initial invitation due to a strong cover letter that encourages the 
experts to be involved in a study that would move their own interests forward. Sample 
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size for one’s particular project can depend on purpose, method design, and time frame of 
a particular study (Keeney, Hasson, & McKenna, 2011). For the proposed study, the 
researcher aims to have a minimum of 10 participant experts based on an initial 
identification of experts in the field, the purpose and time frame of the study, and the 
method design that will be described below. 
 
Analytic Strategy 
Linstone and Turoff (1975) identified four phases of the Delphi method. The 
proposed study will follow a slightly modified version of these four phases. In the first 
phase, the experts will be given the opportunity to express as much as they need to about 
a given topic. Typically, this is done through the use of open-ended questions within a 
questionnaire (usually identified within a research paper as Delphi Questionnaire 1 or 
DQ1).  As with any survey, attention will be given to layout, structure, what questions are 
asked and how they are asked (Keeney, Hasson, & McKenna, 2011). The researcher will 
utilize an online questionnaire survey tool (such as Qualtrics or Survey Monkey) that will 
be emailed to experts through a direct link. It is the hope of the researcher that the 
utilization of an online method will be efficient and allow for experts from around the 
world to participate. DQ1 will be piloted with a minimum of two professionals who do 
not meet criteria but have an understanding of the PPPD. During this pilot attention will 
be given to the structure of the questionnaire, the specific questions asked, and time 
involved. Pilot participants will be provided an opportunity to provide feedback. Example 
questions that are highly likely to be included in DQ1 for this particular study would be: 
a) When a father is experiencing depression during and/or after a pregnancy, what do you 
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call it? b) What are the risk factors for a father experiencing depression during and/or 
after a pregnancy? c) What symptoms are commonly experienced when a father has 
depression during and/or after a pregnancy? A complete list of proposed DQ1 questions 
can be found in Appendix B. The survey will be set up so that all questions must be 
answered before it can be submitted. As part of this first phase of the Delphi method, the 
experts will also be invited to participate in an optional discussion board through a 
Google group chat platform. The discussion board would provide an opportunity for 
panelists to anonymously interact with each other regarding the questions posed to them 
in DQ1 and will provide an additional layer of panelist data. 
Within the second phase, the researcher pulls together all of the responses and 
works to understand themes. This is typically done through a qualitative method of noting 
and developing major themes (Smith, Flowers, & Larkin, 2009). Based on the qualitative 
methods proposed by Smith, Flowers, and Larkin (2009) the researcher will first engage 
in what is termed the initial noting stage. For this initial stage the researcher will develop 
descriptive, linguistic and conceptual comments to understand responses from DQ1. 
Descriptive comments would focus on describing the content of the responses. Linguistic 
comments would focus on exploring the specific language used by the panelist. The 
conceptual comments would focus on the major concepts that are beginning to take shape 
and may be more interpretative. At the conceptual level, it would be important for the 
researcher to engage in reflexivity so that interpretations remain near to the experience 
and responses of the panelists. This initial noting is followed by a development of 
emergent major themes, searching for connections between emergent themes, and 
looking for patterns across panelist responses. This can be done through a process of 
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looking across major themes between panelists and is often facilitated through the use of 
a table or figure. A triangulated research assistant will be involved during this process to 
increase validity of the final results. The research assistant must have an understanding of 
the qualitative process. 
The major themes and concepts that result from this process are typically turned 
into a second round survey (or DQ2) that utilizes a likert scale and is returned to the 
panelists. It is important to preserve as much of the original wording used by the panelists 
when creating this second round survey. Experts will be asked to respond to statements or 
themes by marking their importance or agreement. Ratings from the DQ2 will be 
analyzed by observing averages (such as mean and median), and the interquartile range 
for each item. If a likert scale was used and higher numbers indicated strong agreement 
with a statement, an item that has a high median and a small interquartile range (a 
measure of variability) would indicate that a majority of the experts strongly agreed and 
might be indicative of a defining factor of PPPD. 
Within the third stage of the Delphi process the researcher provides a document to 
experts that indicate their scores in relation to other panelist’s scores, and provides 
panelists an opportunity to change their response or react to the responses of others. With 
consensus being the end goal, this stage aims to work towards higher levels of consensus 
by allowing panelists to see what others in the field are saying. Disagreements will be 
noted and when consensus cannot be distinguished the researcher would indicate such 
findings as an area of study that may need continued exploration. The final phase will be 
conducted after this information is provided to the panelists and responses are received. 
At this stage a summary of the final results will be shared with the experts and they will 
 48 
be given one last opportunity to provide feedback. Changes would only be made at this 
stage if a majority consensus was evident in their feedback. One of the criticisms of the 
Delphi method is that there is not a formal guideline for how to handle disagreements 
among panelists (Keeney, Hasson, & McKenna, 2011). Some might argue that minority 
opinions or outliers are neglected for the sake of consensus. As noted above the 
researcher could report outliers or minority opinions when and if they occur, as these 
outliers may become an area of study that could require further research in the future. 
 
Reliability and Validity 
 Measures of reliability and validity that are traditionally used in research studies 
are not particularly applicable to the Delphi method, although there are still issues to 
consider and steps that can be taken. Stone Fish and Busby (2005) identify that test-retest 
reliability could be conducted but that most expert panelists would not have the tolerance 
for this type of time commitment. One could look at the responses from various stages of 
the study to get a sense of reliability through consensus rates (Stone Fish & Busby, 
2005). If there is a high consensus rate between two stages of the study, the researcher 
might conclude that they had appropriately summarized the meaning behind responses 
from the preceding stage.  
 Validity is addressed through the sampling process. If the researcher has 
appropriate criteria for who is included within the sample pool, then one might conclude 
that the resulting consensus on a topic is valid. Stone Fish and Busby (2005) identify the 
validity issue of utilizing open-ended questions which is typically used within the first 
survey round. It is possible that the responses from the open-ended questions do not 
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address the topic that is intended to be addressed due to freedom of expression. Other 
issues may arise, as would in other qualitative methods, in the process of developing 
themes. Investigator triangulation may be utilized in which an additional researcher is 
included in the process to add to the credibility of the findings. If saturation is met and 
the reader can feel confident that the researchers utilized proper methods such as 
reflexivity and coding guidelines (Smith, Flowers, & Larkin, 2009), then one might feel 
more confident about the validity of the Delphi study outcomes.  
 
Limitations 
 Several limitations have been identified within the Delphi Method. Statistically, 
one must consider the issue of responses regressing to the mean after continuous 
surveying and when the means are shared with panelists (Stone Fish & Busby, 2005). In 
addition, it is rare for outliers to be reported. In other words, diversity is typically being 
sacrificed for consensus through the use of tight interquartile ranges (Stone Fish  & 
Busby, 2005). Researchers can choose to identify outliers within their results or when 
experts remain divided in their consensus. A scatterplot can visually depict if bi-modal or 
other distributions were found (Stone Fish & Busby, 2005).  
 In terms of the sample, Linstone and Turoff (1975) identified the issue of 
“expert.” He reports that the term expert could be misleading and that just because 
someone has knowledge on a topic and experience does not necessarily make them an 
expert. One might also underestimate the time commitment that goes into a Delphi study. 
Both researcher and participant are going to be spending a good amount of time in the 
process (Stone Fish & Busby, 2005; Keeney, S., Hasson, F., & McKenna, H., 2011). Due 
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to the fact that one’s experts are most likely busy people involved in other research, the 
risk of attrition and/or not obtaining an appropriate sample is also a potential issue. In 
addition, experts have become more and more specialized in various disciplines. This 
could lead to perspectives that are fairly narrow when one is dealing with a complex 
issue, pointing to the importance of setting appropriate inclusion criteria (Stone Fish & 
Busby, 2005). Lastly, researchers want to consider the utility of their potential findings. 
Stone Fish and Busby (2005) make the point that if at the end of one’s research you are 
left with the question “so what?” you might question the utility of the study. Thus, the 
researcher has spent time looking through the relevant literature and the direction of the 
field, and has determined the need for and utility of this study. 
 
Conclusion 
In conclusion, the Delphi method is a useful approach for fields that aim to gain 
consensus and wish to take action in moving their area of interest forward. The Delphi 
method, along with modern technology, allow for international studies to take place 
through the involvement of experts from various countries. Family science, as argued by 
Jenkins and Smith (1994) and Dawson and Brucker (2001), would benefit from the use of 
more researchers conducting Delphi studies that link practice and theory and provide 
consensus. The researcher believes that the findings of this study would be beneficial to 
providers, researchers, and families who have an interest in increasing knowledge and 
awareness regarding the issue of PPPD.  
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Abstract 
 Peripartum Depression is a major health issue for parents and their children. This 
problem is often thought to be endemic to peripartum mothers, and in some cases have 
led to fatal outcomes. However fathers may also bear this burden, and Paternal 
Peripartum Depression is beginning to receive warranted attention. This conceptual paper 
focuses on peripartum fathers and their experiences in the context of their relationships 
with their intimate partners, children, and healthcare providers. Family therapists are in a 
position to provide systemic assessment and approaches to treatment within various 
environments, a maximal impact platform for fathers and families affected by Paternal 
Peripartum Depression. This paper will describe how peripartum depression manifests in 
men and how this problem might be assessed and treated through a systems lens. A multi-
disciplinary model will be offered, with special attention given to the role of the family 
therapist. Clinical considerations and implications for future studies will also be 
discussed.  
 
 
 
 
 
 
 
Key words: postpartum depression, fathers, family therapy, intervention, interdisciplinary 
treatment approach  
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Introduction 
Peripartum depression is a significant condition that has the potential for injury 
and death to parents and children, and can shape an environment in the critical period of 
child development with long-term consequences (Paulson et al., 2006). This condition is 
often considered to be a problem for new mothers, and historically has been ignored in 
fathers. Today, increasing attention is given to fathers with depression during the 
peripartum period. The present conceptual paper focuses on peripartum fathers and their 
experiences in the context of their relationships with their intimate partners, children, and 
healthcare providers. Paternal Peripartum Depression (PPPD) can be defined as the onset 
of a Major Depressive Episode in fathers as indicated by the Diagnostic and Statistic 
Manual of Mental Disorder V (American Psychiatric Association, 2013) during the 
pregnancy of their significant other and the first year after a child is born (Habib, 2012).  
Fathers are at risk for peripartum depression due to the changes in identity, 
relationship, and biology that occur during the transition to parenthood (Bielawska-
Batorowicz & Kossakowska-Petrychka, 2006; Kim & Swain, 2007; Matthey et al., 2000; 
Paulson & Bazemore, 2010; Ramchandani et al., 2005; Wee et al., 2011). While this 
important issue is beginning to receive warranted attention by various disciplines 
(Melrose, 2010), there is still a need for increased awareness of the full extent of dramatic 
changes experienced in postpartum families (Fogarty, 2010), as well as multi-disciplinary 
clinical considerations for supporting these families during that transition. Family 
therapists are in a position to provide systemic assessment and approaches to treatment 
within various environments, a maximal impact platform for fathers and families affected 
by PPPD. 
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Men are less likely than women to seek help from a mental health professional 
when they are depressed (Mahalik, Englar-Carlson, & Good, 2003; O’Brien, Hunt, & 
Hart, 2005), a finding most likely influenced by societal messages that suggest men are 
meant to be strong and not ask for help (Letourneau et al., 2011). Though men are more 
likely to delay seeking help when they are depressed (Smith et al., 2013), they may attend 
various pregnancy and birth related classes, physician appointments, or behavioral health 
visits with their partner and/or child. This provides behavioral health consultants, such as 
family therapists, as well as medical professionals, an opportunity to intervene and treat 
fathers who may be struggling with PPPD. Family therapists are particularly well-suited 
to treat PPPD because their training emphasizes three content areas: 1) a systemic 
relational perspective, 2) the inclusion of the family system in care, and 3) the skills 
needed to build multi-disciplinary teams and collaborative relationships among those that 
may be involved in their care. Family therapists are in a position to use their practice as a 
form of social intervention, bringing awareness to this issue and influencing the action of 
other healthcare providers.  
This paper will provide the following: 1) a description of PPPD including 
symptoms, trajectory, and prevalence, 2) clinical assessment tools that may be used to 
detect for PPPD, 3) the role that family therapists can play with those impacted by PPPD, 
4) a multi-disciplinary model for family therapists treating PPPD, and 5) clinical 
considerations from a systemic perspective.   
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Paternal Peripartum Depression 
Prevalence of PPPD 
The current estimate of the prevalence of men experiencing postpartum 
depression in the United States hovers around 10% (Paulson & Bazemore, 2010). This is 
in comparison to the 5% of all U.S. men that will experience depression during a given 
year (Kessler, Berglund, & Demler, 2003; SAMHSA, 2012). Denmark found a similar 
doubling of rates when looking at depression in men during the postpartum period 
(Madsen et al., 2006). However, studies from around the world have found postpartum 
depression among fathers to range anywhere from 5.3 to 31.7% (Areias et al., 1996; 
Dudley et al., 2001; Escriba-Aguir & Artazcoz, 2011; Parfitt & Ayers, 2014). A study 
conducted in Brazil found that the prevalence of suicide risk in fathers during the 
postpartum period is 4.7% rising to 20.97% when a father is depressed (Quevedo et al., 
2011). 
 
Trajectory and Symptomology 
 PPPD may begin later during the first year of a baby’s life, typically showing up 
between 3-6 months postpartum (Bielawska-Batorowicz & Kossakowska-Petrychka, 
2006; Kim & Swain, 2007; Matthey, et al., 2000). Less is known about the trajectory of 
depression for fathers during their partner’s pregnancy, even though pregnancy has been 
identified as a period of greater stress for fathers than the postpartum period (Huang & 
Warner, 2005; Condon et al., 2004). The manifestation of some mood states may be 
different in men than in women. A sad mood may be less apparent in depressed men 
(Cochran & Rabinowitz, 2000; Condon, Boyce, & Corkindale, 2004; Matthey et al., 
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2000), with the most notable change evidenced in their social functioning (Spector, 
2006). Fathers whose partners are depressed have reported feeling isolated, 
overwhelmed, scared and stigmatized (Davey, Dziurawiec, & O-Brien-Malone, 2006) 
while symptoms such as withdrawal, irritability, indecisiveness, anger, resentment, stress, 
and fatigue have been associated with depression in men and fathers (Harvey & McGrath, 
1988; Letourneau et al., 2011; Melrose, 2010). Complicating things even more, one 
might consider the possibility that the father’s irritable mood and withdrawal could be 
signs of a new father struggling with a colicky baby or trying to live up to the gendered 
role expectation of provider and breadwinner (Kim & Swain, 2007). While these 
symptoms can point to other issues, they can just as easily mask underlying depression.  
 
Biological Factors 
Biological factors have been associated with maternal peripartum depression 
(Letourneau et al., 2011; Miller, 2002). A recent longitudinal study interested in the role 
of estrogen and postpartum depression in women (Mehta et al., 2014) measured 
hormones and gene expression in the first and third pregnancy trimesters. Mehta and 
colleagues (2014) found that women with postpartum depression displayed an increased 
sensitivity to estrogen receptor signaling. It has been hypothesized that PPPD may also be 
related to hormonal changes in fathers (Kim & Swain, 2007; Storey et al., 2000). Among 
fathers, the estrogen level begins to increase during the last month of their partner’s 
pregnancy until the early postpartum period (Berg & Wynne-Edwards, 2001). One study 
found that the more involved the father was in parenting, the higher his level of estrogen 
in comparison to other fathers that were less involved (Fleming et al., 2002). It can be 
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theorized that various estrogen levels in fathers may leave some fathers at risk for 
depression.  
Testosterone levels also change during a partner’s pregnancy (Wynne-Edwards, 
2001). Testosterone begins to decrease in fathers, at least a few months before a child is 
born and remains low several months after childbirth for most fathers (Wynne-Edwards, 
2001). Research has suggested that lower levels of testosterone can be linked to less 
aggressive behavior, better concentration in parenting, more sympathy, and more 
responsiveness to an offspring’s cry (Clark & Galef, 1999; Wynne-Edwards, 2001). It is 
interesting that lower levels of testosterone have also been associated with depression in 
older men (Seidman & Walsh, 1999). There is evolving support for a biological change in 
hormone levels among peripartum fathers. Family therapists can educate families and 
healthcare providers on what we are beginning to learn. Family therapists may also take a 
holistic perspective in working with parents on the behavioral and relational factors that 
may be cause or effect and provide tools for both families and their care teams.  
 
Assessment Tools for PPPD 
Depression measures may have a better chance of adequately detecting 
postpartum depression in women than in men, possibly due to depressed affect being 
underreported by men (Matthey, 2000). While no tool has been developed that is 
specifically meant to measure PPPD, several measures have been used and tested on 
fathers during the postpartum year. The Edinburgh Postnatal Depression Scale (EPDS) 
(Cox, Holden, & Sagovsky, 1987) has been validated on fathers (Matthey et al., 2001). A 
lower cut-off score on the EPDS for fathers has been suggested, due to certain items 
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being more relevant to mothers such as an endorsement of tearfulness or crying (Matthey 
et al., 2001).  
 
PPPD and the Family System 
 Normal experiences such as sleep disturbance during the postpartum period can 
lead to a decrease in partner support and marital satisfaction (Medina, Lederhos, & Lillis, 
2009), making a systemic assessment even more critical. Maternal depression is the 
strongest predictor of PPPD (Goodman, 2004; Paulson & Bazemore, 2010; Pinheiro et 
al., 2006; Wee et al., 2011) with 24 to 50% of fathers whose partners are depressed also 
experiencing depression (Goodman, 2004; Pinheiro et al., 2006). A postpartum mother’s 
mental health is intimately tied with the mental health of the supports around her 
(Fogarty, 2010). Systemic factors such as arguments with family members, depth of the 
spousal relationship, and marital maladjustment have been found to be significantly 
associated with postpartum depressive symptoms in women (Alkar & Gencoz, 2005; 
Page & Wilhelm, 2007). In regards to PPPD, a father’s depressive mood can risk the 
quality of the relationship between the parents (Phares, 1997), and the more strained the 
relationship with the mother the more likely it is that a father will be depressed (Huang & 
Warner, 2005).  
 While less research has looked at the impact of paternal depression on child 
outcomes, findings suggest that PPPD increases the likelihood of behavioral and 
emotional problems later on in a child’s life (Ramchandani et al., 2005) and that a 
father’s involvement during the postpartum period can moderate the effects of maternal 
depression on future behavioral problems (Mezulis, Hyde, & Clark, 2004). Ramchandani 
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and colleagues (2008) specifically found that young boys whose fathers had experienced 
PPPD had higher rates of conduct problems. Controlling for maternal depression and 
later paternal depression, Fletcher and colleagues (2011) found that early paternal 
depression significantly predicted poorer psychological development as well as 
behavioral challenges in children ages 4-5. This indicates that while there is still a need 
for research around paternal influences on child outcomes, fathers and the quality of their 
mental health do matter. 
 
PPPD: Systemic and Multi-Disciplinary Assessment and Treatment 
 A participatory action research study that was done in Canada (Letourneau et al., 
2011) interviewed fathers whose partner had experienced postpartum depression. The 
researchers found that fathers desired support from both professional and non-
professional sources around how to cope with their partner’s depression. These fathers 
also noted that they felt their own mental health was minimized by healthcare 
professionals. Larger socio-cultural forces may contribute to the professional oversight of 
paternal peripartum depression. While many providers still lack knowledge around the 
issue of PPPD, some may feel uncomfortable asking a father to open up regarding his 
internal more vulnerable experience. This discomfort most likely comes from the idea 
that fathers are meant to be strong, or that their role in parenting a young child is not as 
important. Letourneau et al. (2012) did a separate review of the gap in literature around 
family-centered approaches to postpartum depression. They suggest that healthcare 
providers in particular should include fathers in family-centered interventions for 
postpartum depression. When a mother screens positive for depression, they suggest that 
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the father is not only incorporated into her treatment, but that the father be screened as 
well. Whether depression is present for the father or not, the authors recommend that 
fathers enter the therapeutic process with their wives and that a multi-disciplinary 
approach is appropriate.  
 Habib (2012), an Australian clinical psychologist, suggests a stepped-care 
preliminary intervention model for PPPD. At the first level of care, he suggests that 
expectant fathers are provided psycho-education around the changes and challenges they 
might expect in fatherhood including information on the symptoms of depression. He 
suggests that someone on the father’s, mother’s, or child’s healthcare team be the one to 
deliver this information. The second level suggests that during a child-birth education 
program, fathers are offered a seminar that is geared solely towards their needs. It is 
suggested that assessment for depression take place at this level, and that treatment 
should follow when necessary. While it is clear that more needs to be done around 
screening and intervening, and that the healthcare structure is important if PPPD is going 
to be detected and treated, it is still unclear what role family therapists can take within the 
bigger picture of the healthcare structure and directly with the families they work with.   
 When considering a multi-disciplinary model for assessing and treating PPPD, the 
role of the physician cannot be underestimated. In many cases, the physician will be the 
first and most likely person that a mother or father will be in direct contact with during 
the peripartum period. The challenges that primary care providers face around assessing 
and treating peripartum depression have been explored, yet only within the scope of 
maternal depression. Leiferman and colleagues (2008) noticed an apparent gap between 
opportunities for primary care physicians to intervene when a mother presented with 
 76 
postpartum depression and the actual delivery of care. While over 90% of the physicians 
reported that it was their responsibility to recognize maternal depression, a large 
percentage rarely or never assessed for depression. The most common barriers reported 
by physicians were: limited time, patient barriers, lack of knowledge and skills, and 
responsibility for follow-up care. One can imagine that physicians are even less likely to 
screen and provide care or resources to depressed fathers given the decreased awareness 
and knowledge regarding PPPD.   
 
A Multi-Disciplinary Model for Treating PPPD 
 Figure I illustrates a multi-disciplinary model for treating PPPD with an emphasis 
on the role of the family therapist. The model illustrates the need for the family therapist 
to be both clinician and collaborator. Successfully tested models for treating maternal 
postpartum depression have utilized a collaborative approach that includes screening at 
routine visits and proactive follow-up (Baker-Ericzen et al., 2008; Baker-Ericzen et al., 
2012). The model suggested here, merging themes from previous models described, 
consists of four components: 1) Screening, 2) Assessment, 3) Treatment, and 4) 
Collaboration. 
Screening could and should take place during pregnancy at a childbirth education 
class, obstetrician office, or during a primary care visit since it is possible that a father 
will attend such visits. If depression is not detected before a child is born, PPPD 
screening should occur again during the postpartum period, ideally during the 3-6 month 
period after a child is born. If a primary care professional is screening for depression 
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universally, and a father screens positive, another measure such as the EDPDS may be 
administered in addition to a clinical interview.  
No screening tool has perfect sensitivity or specificity, so a parent who screens 
positive for depression should receive a clinical interview by a trained clinician when 
possible (Freed et al., 2012). Some family therapists, and especially medical family 
therapists (McDaniel et al., 2013) work in integrative healthcare sites and in many cases 
are not only co-located with other healthcare providers but participate in the treatment 
planning and implementation of healthcare treatments. The overarching goals of medical 
family therapy are to promote personal agency and connection to others (communion) 
among patients and their families (McDaniel et al., 2013). When a family therapist works 
in such a setting, they should join the father’s provider team if depression is detected, 
conduct a clinical assessment and collaboratively develop a multi-disciplinary treatment 
plan. While healthcare structures are beginning to move towards more fully integrated 
behavioral health models, it is not always the case that a family will receive care within 
this type of setting. Thus, it is important that family therapists build collaborative 
relationships with providers who may interface with peripartum families, so that direct 
referrals and ongoing collaboration can take place. The following vignettes will illustrate 
the various ways in which a family therapist can play a role in the assessment and 
treatment of PPPD. 
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Clinical Vignettes 
 One of the potential and biggest challenges for family therapists in the assessment 
and treatment of PPPD is getting a peripartum father in the room to assess and treat. 
Fathers may attend their wife’s or child’s physician visits during the peripartum period, 
providing an opportunity for detection. Integrated Medical Family Therapists are in a 
unique position to meet with a struggling father if they are part of the healthcare team. 
The following vignette will showcase the role of an integrated Medical Family Therapist 
in the detection, assessment, and treatment of PPPD. Vignette 2 will then showcase the 
role of a family therapist who is not integrated into a medical setting but has built 
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collaborative relationships, allowing for direct referrals from providers who treat 
peripartum families. 
 
Vignette 1: Opportunities for Integrated Medical Family Therapists 
When Jerry scored high on the PHQ-9 during his primary care visit, his physician 
invited a family therapist into the room. The family therapist learned that Jerry, married 
and working as a software engineer, was expecting his first child in 2 months. During the 
clinical interview, in which his wife was present, Jerry shared that he had been struggling 
with restlessness and difficulty concentrating. Together, they discussed some behavioral 
changes that could be made, and explored how Jerry and his wife were relating to each 
other in the context of soon becoming parents. Jerry scheduled a follow-up appointment 
with his physician to include the family therapist for consultation and brief intervention if 
needed.  
After Jerry’s wife gave birth to their first born, his struggles lifted while he 
enjoyed the arrival of his son. Several months into his son’s life, his struggles returned. 
This time he was getting less sleep due to a colicky baby, was receiving less attention 
from his wife, and felt more financial pressure due to the loss of his wife’s income from 
work while she took maternity leave. His usual social support outlet, online gaming with 
friends at his house, was no longer occurring since his son was born. Therefore, Jerry 
spent the majority of his work hours browsing the Internet or playing games online. This 
led to negative reports at work, which fueled his feelings of inadequacy. Jerry endorsed 
feeling as if he had nothing to offer his son. At this point, Jerry’s treatment team 
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(physician, nurse, and family therapist) decided that he should be seen with his wife at 
the co-located specialty mental health office for family therapy.  
The treating family therapist and couple worked together to create an environment 
in which Jerry and his wife could support each other and feel joined in their parenting 
journey. This meant that Jerry began to spend more time bonding with his son. His social 
and occupational functioning improved, and he began to feel like he had real value as a 
parent and father. Jerry and his wife reported mutual support and improved connection at 
the end of treatment. As such, the family’s healthcare provider was able to witness the 
focus of treatment on both mother and father during the peripartum period. Collaboration 
continued throughout treatment, as the family therapist informed Jerry’s healthcare team 
of the positive changes that were occurring. 
 
Vignette 2: Collaborative Opportunities for Family Therapists 
Not all family therapists work in integrated healthcare sites, and not all healthcare 
sites have family therapists on staff. In these cases, the systemic and collaborative skills 
of the family therapist are essential. Family therapists can use their practice as a form of 
social intervention by building relationships with providers who will have the opportunity 
to interface with peripartum fathers and their families. This means reaching out to and 
building relationships with obstetricians, primary care providers, pediatricians, childbirth 
educators and others in peripartum support professions such as: nurses, midwives, and 
lactation consultants. By building these relationships and providing resources, family 
therapists can do their part in not only educating other providers, but by bridging the gap 
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between detection and treatment through direct referrals. The following vignette will 
showcase what can occur when these collaborative relationships are built. 
With her husband present during a routine visit with her obstetrician, Andrea 
began to discuss her concerns about John’s change in mood, his withdrawal from her, his 
sleeping every moment possible, and his poor eating in more recent times. The 
obstetrician’s support staff administered a depression screening for both of them and 
found that John scored significantly above the depression threshold for non-clinical 
condition. On further assessment, John’s premorbid condition was inconsistent with his 
present level of functioning. He was overwhelmed by the impending responsibilities of 
providing instrumental and expressive care for his wife and son, and was unable to 
function effectively.  
The obstetrician referred the couple to a family therapist whom she had a 
collaborative working relationship with, and suggested that John make an appointment 
with his primary care physician. The therapist had a one-on-one consultation with John 
and engaged all his empathic skills to explore some gender role expectations, his 
overwhelming feelings, and the medication regimen that his consulting primary care 
physician had recommended. The therapist invited Andrea to join their following sessions 
and encouraged open dialogue between John and Andrea. Understanding prevailed 
between the couple. John expressed thanks to his therapist for opening up the 
conversation and allowing him to express his vulnerability to him when he was sinking 
lower in supposed “weakness” and depression, and Andrea felt less alone as they entered 
into parenthood. 
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Clinical Considerations and Interventions 
We have had many opportunities to work with new fathers and their families in 
the context of family therapy. From that context, we have found the following useful 
when considering how to elicit/enhance experiences of agency and communion 
(McDaniel et al., 2013) when working with PPPD. 
1. Spend time joining, and create a language for emotional experiences while 
attending to relational skills. Creating a safe place where fathers can access their 
more vulnerable emotions, especially in the presence of important supports, is 
critical in moving a father to a sustainable position for healing and action. Many 
fathers simply lack the language needed to identify and share their emotional 
experience. This is likely to be new territory for many fathers. Family therapists 
can assist in this process, providing the space and skills needed to develop an 
emotional language skill set. 
2. Attune to the Father’s experience. When working with a family who has recently 
had a baby, attune to both the mother’s and father’s experience of becoming a 
parent. Ask both parents how they are doing, assess for depression, and be aware 
that a father’s depression might manifest differently than that of a mother’s.  
3. Identify paternal role models and personal goals for fatherhood. A clinician 
should explore who the father considers to be his paternal role models and the 
visions he has for what kind of father he wants to be.  During treatment of the 
clinical case demonstrated in Vignette 1, Jerry opened up to his father regarding 
his own experience of fatherhood. When Jerry started the conversation with his 
father about his struggles, he discovered that his father had felt insecure in his 
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paternal role many moments over the years and his father proved to be a great 
addition to his support network. Some fathers will not have strong paternal role 
models they can identify, and others may discover that the paternal behaviors 
modeled to them are not in line with their personal goals for fatherhood. These 
factors will be important to consider when assessing for and treating PPPD. 
4. Explore the social construction of fatherhood. Fatherhood is socially constructed 
(Matta & Knudson-Martin, 2006), so it would be useful to explore the social 
messages that have influenced the father’s view of what it means to be a father. 
Matta and Knudson-Martin (2006) conducted a qualitative study in which they 
explored the co-construction of fatherhood in couples with young children. They 
believe that the concept of fatherhood stems from the intersection of meaning and 
social interaction between men, their families, and the larger community. 
Exploring these various levels of socially constructed meaning systems would 
provide a more in-depth view of the father’s expectations of himself and 
experience. 
5. Find ways for father to “jump in” and bond with baby. Catch him being good 
enough. Many times, fathers believe that they simply lack the skills necessary to 
take care of a baby or raise a child (Cowdery & Knudson-Martin, 2005). Not only 
is this time necessary for bonding, often a father is not given the chance to see 
that he can do things on his own and that he does have the skills necessary to take 
care of his baby. Work with the father and mother to create opportunities for 
bonding. 
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6. Create a community. Encourage the father to begin talking with other fathers he 
knows, building a “team” or network of like-minded dads. Find out what he 
would want from such a community, and support him in building it. Assist the 
father in looking up local resources for new parents and fathers. 
7. Use a collaborative context that includes the services of other health care 
professionals. While family therapists play an important role in the relational 
dynamics of depression, they must remain mindful that depression is also a 
medical problem. As such, the deliberate involvement of other healthcare 
providers to manage this problem must be part of the intervention. In 
collaboration, the family therapist can focus on the relational and gender 
dynamics that may be hiding in ways that make the treatment of PPPD difficult.  
8. Practice reflexivity. Therapists must do their own reflections on gender notions 
that can potentially block the thorough assessment of men for PPPD. A female 
therapist may wish to shield male clients from bare vulnerability or male 
therapists can be insensitive to a manifestation of supposed weakness when men 
“should be strong.”  
 
Conclusion 
For healthcare providers to feel confident in assessing for PPPD, it would be 
helpful if they had collaborative relationships with family therapists that could provide 
subsequent intervention. The field of family therapy is an ideal fit for the needs of this 
population due to their awareness and attunement to relational and sociocultural factors 
that impact peripartum families. Work should be done to reach consensus on the defining 
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factors of PPPD as well as the development of assessment tools, as it is still unclear if the 
measures we are currently using are adequately detecting depression in this unique 
population. Cross-cultural perspectives of the father’s role vary across continents (Lamb, 
1987), and comparisons of the paternal roles during the peripartum period across 
different societies would be important to address if the field of family therapy wishes to 
expand our understanding of the father’s role and experiences. While models of care have 
been suggested, it is time that we put these models to practice and study their outcomes. 
Parallel to the continued efforts of research in this area, there is a need for increased 
awareness in the general public if fathers are going to feel safe in opening up regarding 
their struggle with peripartum depression.  
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Abstract 
Background: Fathers are at risk for depression during a mother’s gestation and 
postpartum, and we are beginning to understand the biological, psychological, and 
sociological aspects of a depressed father’s experience. Assessment, detection, and 
treatment are hampered by the lack of consensus on this issue. The purpose of this study 
is to reach expert consensus on the defining factors of depression in peripartum fathers. 
Methods: Purposive sampling resulted in the surveying of 14 international expert 
panelists. The study used a modified Delphi approach in which experts participated in 
two rounds of open-ended and scale questionnaires, followed by two rounds of 
opportunities to adjust their responses and/or comment on evolving data until consensus 
was achieved.  
Results: There were 10 questions relevant to terminology, diagnostics, symptomology, 
risk/protective factors, biological factors, assessment tools and protocol, cost 
implications, and key stakeholders. Of these 10 questions presented for discussion, the 
analysis resulted in 197 open coded themes. Consensus was met for 119 of the 197 coded 
responses (60.41%). 
Conclusion: Expert consensus identified diagnostic criteria and symptomology that 
differentiates the paternal experience of peripartum depression. Experts indicated the 
importance of a father’s social context and support system, and several biological risk 
factors. Current assessment tools may not adequately detect paternal depression, but 
experts believe detection can improve through the use of a psychosocial interview. 
Ignoring this issue may have financial implications and negative effects for families, thus 
key stakeholders would benefit from translating consensus into assessment and treatment. 
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Introduction 
Fathers are at increased risk for depression during a mother’s gestation and the 
postpartum period (1-7), and we are beginning to understand the biological, 
psychological, and sociological aspects that are unique to this mental health issue (8-14). 
Becoming a father is associated with a variety of stressors and an episode or re-
occurrence of depression during this time can result in significant negative effects for not 
only fathers, but for mothers and children as well (15-18). Much attention has been 
devoted to the mental health of peripartum2  mothers (19,20) and fathers have 
traditionally received less public and clinical attention. In the United States alone it is 
estimated that 10% of men will experience postpartum depression (4). This is in 
comparison to the 5% of all U.S. men that will experience depression during a given year 
(21). Similarly, a study in Denmark found a doubling of rates when looking at depression 
in men during the postpartum period (22). However, other international studies have 
found postpartum depression among fathers to range anywhere from 5.3 to 31.7% (8, 23-
25). One particular study that excluded fathers who had a previous mood disorder found 
that 9.5% of fathers experience a mood disorder during the postpartum period, with 
20.97% of depressed fathers at-risk for suicide (26). While estimates of the prevalence of 
paternal depression during the peripartum period have been suggested, there continues to 
be a lack of agreement on the defining factors of this issue. 
                                                 
2 In accordance with the DSM-V the use of the term ‘peripartum’ will be found 
throughout this proposal and is representative of the gestational period and first year of a 
child’s life. Prior to the DSM-V the terms ‘postpartum’ and ‘postnatal’ have been used in 
research to identify the period of time after a child is born, typically excluding pregnancy. 
The terms ‘postpartum’ or ‘postnatal’ will be used in the proposal when research utilizing 
that term, or information specific to the year after a child is born, is cited. 
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 The need to identify a father’s role and his mental health as being important 
within the family system has been suggested by medical and behavioral health scholars 
(12,27). Specifically, studies looking at this population and the providers interacting with 
them have struggled to define the issue and conclude that the lack of public and 
professional awareness could be addressed through studies aimed at consensus (12, 27-
28). Moreover, postpartum fathers have expressed a lack of understanding and 
responsiveness to their own mental health needs by healthcare providers (12). This lack 
of understanding and awareness may lead to inadequate assessment, detection, and thus 
treatment. Without consensus providers may feel ill equipped to assess for depression in 
fathers, potentially not taking into account the unique experience that comes with 
fatherhood. While maternal depression has been identified as a risk factor for a father’s 
depression (4), the full scope of risk and protective factors for depression in this 
population have been gravely overlooked. The purpose of this study is to address these 
issues by utilizing a Delphi methodology (28,29) in which expert consensus is obtained 
on the defining factors of depression in fathers during the peripartum period. This effort 
would result in distinguishing an agreed upon definition accessible to key stakeholders 
who were identified by the experts (Table 1). The goals of the study were to seek 
diagnostic clarity as well as consensus on the biopsychosocial defining factors of this 
mental illness, as well as the clinical, operational, and financial implications. While the 
study itself covered additional areas of interest such as treatment, social support factors, 
and future actions needed, this paper will describe the results of the following specific 
factors: terminology, diagnostics, symptomology, risk/protective factors, assessment, 
costs if untreated, and key stakeholders. 
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Methods 
Delphi Method 
The mixed methods approach of a Delphi study aims to reach consensus among 
experts on a particular topic through multiple rounds of questionnaires and opportunities 
for expert feedback (28,29). The founders of the Delphi approach based their 
methodology on the assumption that having more than one opinion on a subject was 
better than just a single opinion, and that through a collective process grounded in 
democracy it is possible to reach consensus (30). Based on these underlying assumptions, 
the goal of the Delphi method is to move a developing field of research or an area of 
interest forward so that further action can be taken (28,29) and has been applied in the 
field of behavioral medicine when consensus is necessitated (31-33). 
The Delphi is a mixed-methods approach in that it utilizes both qualitative and 
quantitative methodologies. More recently, modified Delphi approaches have been 
introduced as a way to minimize panelist attrition through the use of fewer surveying 
rounds (28,29). The current study used a modified Delphi approach in which expert 
panelists participated in two rounds of open-ended and scale (in that order) 
questionnaires, followed by two rounds in which experts could adjust their responses 
and/or comment on evolving data until consensus was achieved 
 
Recruitment 
The goal of this Delphi study was to obtain the opinions of experts on paternal 
depression during a partner’s gestational period and postpartum, therefore a purposive 
sampling technique was utilized (30). Our team developed criteria through a review of 
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the training, experience, and areas of expertise of potential participants. Sixty-seven 
national and international potential experts from various professional backgrounds were 
identified based on publically available information. Initial invitations for participation 
were sent through e-mail to all potential experts and included the study aims, steps and 
structure of the study, time commitment, and inclusion criteria. Table 2 describes the 
criteria properties that were set as the boundaries of panelist inclusion.  
 
Sample 
The aim of the Delphi method is to achieve consensus rather than explore group 
differences, making typical measures of statistical power related to sample size less 
relevant (35). Consensus guidelines suggest a decline in reliability with fewer than six 
panel members but relatively small improvements in reliability in more than 15 panelists 
(36). Thus, recruitment efforts aimed to include between 10 and 15 expert panelists. Of 
those 67 potential experts, 21 met inclusion criteria and were invited to participate in the 
first round of the Delphi study. After three reminders, 16 of those experts (76.2%) 
completed the initial Delphi round of surveying (DQ1). Fourteen of the 16 initial experts 
(87.5%) completed all subsequent Delphi rounds (DQ2+) representing six countries and 
11 professional backgrounds (see Table 3).  
 
Questionnaire Development and Administration 
A biopsychosocial model (37,38) and C.J. Peek’s Three World View (39,40) 
informed the development of the first round open-ended survey (See Table 4). George 
Engel’s original argument for implementing a psychosocial aspect to biomedical care 
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guided the focus of questions from DQI in an effort to provide a holistic and 
encompassing view of this mental illness. Specifically, questions aimed to identify the 
biological, psychological, and social support factors of paternal depression in the 
peripartum period were included. C.J. Peek introduced a Three World View model in 
which the intersection and planning of collaborative medicine is described within the 
clinical, operational, and financial realms. These three realms are relevant to consider as 
both primary and specialty care begin to move towards becoming patient centered 
medical homes (41). C.J. Peek’s model informed DQ1 through the inclusion of questions 
that would address clinical issues such as assessment and treatment, operational care 
pathways, and potential associated costs when this mental health issue goes untreated. In 
addition to questions developed from these theories, the experts were also surveyed on 
terminology, diagnostics, potential risk/protective factors, key stakeholders, and next 
action steps needed. All surveys were administered using web-based survey software 
(www.surveymonkey.com) and expert panelists were allowed 2-3 weeks to complete 
each round with several reminders offered for their response.  
 
Data Analysis 
In Round One, responses from DQ1 were reviewed and a process of noting and 
thematic phenomenological analysis (34) took place. All responses were read and then re-
read while we engaged in a process of noting initial major themes. In the next stage the 
content from the expert’s responses were analyzed for independent themes, with 
particular attention given to the content and conceptual meaning of the responses and the 
specific wording used by the expert. This analysis evolved into primary categories and 
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codes. A process of analytic noting was used to compare each code to the rest of the data 
so that all response items were accounted for and prominent themes were identified. 
Investigator triangulation, through the inclusion of an outside researcher, was utilized at 
this stage to improve validity of the resulting survey. Our codes were compared with the 
outside researcher’s codes, to check that all themes were accounted for and wording was 
in line with expert responses. This process evolved into the second round survey (DQ2).  
Round Two commenced when expert panelists were sent DQ2 and asked to mark 
their level of agreement with each of the questions in DQ2. Expert panelists were asked 
to rate their opinion of coded responses on a 5-point likert scale from “strongly disagree” 
to “strongly agree.” Round Three dealt with disagreements from Round Two by 
providing panelists a matrix table showcasing their ratings alongside group average 
ratings, offering each panelist an opportunity to change or maintain their original rating 
and provide comments. In Round Four a list of categories that produced the final profile 
for each question were collated into tables and sent to all panelists with a final 
opportunity to make comments and assure the experts were in agreement.  
 Consensus measurement plays an essential role in Delphi research and in how 
results are interpreted. Following DQ2, strong consensus was ascribed to any coded 
response that received a mean score of four or higher (indicating inclusion agreement) 
and an interquartile range (IQR) equal to or less than one (42). Median scores were 
considered a less conservative analysis of consensus than mean, thus moderate consensus 
was ascribed to any response that received a mean score equal to or greater than 3.75, a 
median score of 4 or higher, or if an IQR equal to or less than 1.25 was indicated among 
responses of moderate or strong consensus (Table 5).  
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Results 
Panelist Characteristics 
 Panelists demonstrated considerable expertise through working directly with 
peripartum fathers (n=8), being involved as a principal investigator (PI) or Co-PI in a 
related grant or study (n=6), publishing relevant peer-reviewed articles (n=7), showcasing 
non-peer reviewed multimedia sources (n=11), and facilitating educational trainings to 
professionals and the general public (n=14). The panelist group held various medical and 
behavioral professional backgrounds and included psychiatrists, registered nurses, 
sociologists, and marriage and family therapists among others (Table 3). 
 
Questionnaire Items 
 There were eight questions relevant to terminology, diagnostics, symptomology, 
risk/protective factors, biological factors, assessment, and cost implications. Of these 
eight questions presented for discussion, the analysis resulted in 197 open coded themes. 
Consensus was met for 119 of the 197 coded responses (60.41%). Table 5 showcases the 
moderate to strong consensus rates in the identified domains. 
  
Terminology 
At the start of the study, we were especially interested in the terminology utilized 
by panelists when addressing the issue of depression in peripartum fathers. This issue was 
examined by asking “when a father is experiencing depression during and/or after a 
pregnancy what do you call it?” Moderate consensus among panelists indicated that the 
“focus should be on the symptoms not the label” (x̅=4.21, mdn=4, IQR=1.25). A term 
reported with moderate consensus was “Paternal Postpartum Depression” (x̅= 3.79, mdn= 
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4, IQR= 1) although the majority of non-US experts (66.67%) reported terms such as 
“Paternal Perinatal Depression” and “Paternal Postnatal Depression.” “Paternal 
Peripartum Depression” did not reach consensus, although it corresponds with the onset 
terminology utilized in the DSM V (43).  
 
Diagnostic Criteria 
 When asked to define paternal depression during and/or after a pregnancy, strong 
diagnostic consensus indicated “depression in father with onset during pregnancy or one 
year after birth” (x̅=4.21, mdn= 4, IQR=1). Moderate consensus indicated the following 
more nuanced diagnostic criteria, “Father who has a low mood, negative thoughts, 
somatic issues (low hunger, weight loss, sleep issues), suicidality along with ‘masked 
male depression’ symptoms such as irritability, withdrawal/isolation and increases in 
substance use (or other dopaminergic types of activities like gambling and cheating) 
during pregnancy or within a year or so postpartum” (x̅=4.07, mdn=4, IQR=1.25). 
 
Risk and Protective Factors 
 When addressing risk factors, 44 potential risk factors were identified in DQ2. Of 
the 44 potential risk factors, moderate to strong consensus was indicated for 27 of those 
risk factors (61.36%). Those factors with the highest consensus (x̅≥4.50) were: history of 
mood and/or anxiety disorder (x̅=4.57, mdn=5, IQR=1), previous episode of depression 
during and/or after a pregnancy (x̅=4.50, mdn=5, IQR=1), poor social support (x̅=4.50, 
mdn=4.5-, IQR=1), mother/partner experiencing symptoms of depression (x̅=4.79, 
mdn=5, IQR=.25), and unexpected/negative experiences such as special needs baby 
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(x̅=4.50, mdn=4.50, IQR=1). Twenty-four protective factors were identified in DQ2, with 
21 reaching moderate to strong consensus for inclusion (87.5%). Protective factors with 
the highest consensus revolved around partner relationship and social support: 
“proactively utilizing positive community/social support” (x̅=4.57, mdn= 5, IQR=1), 
“strong relationship with mother/partner” (x̅=4.50, mdn=5, IQR=1), and “open 
communication between father and partner as well as social supports with opportunities 
to talk openly about feelings and worries” (x̅=4.57, mdn=5, IQR=1).  
 
Psychological and Biological Factors 
 When asked “what symptoms/feelings are commonly experienced when a father 
has depression during and/or after a pregnancy,” 33 factors of symptomology were 
indicated, with moderate to strong consensus in 24 associated symptoms/feelings 
(72.73%). The two symptoms with strongest consensus ratings were low mood (x̅=4.50, 
mdn=4.50, IQR=1) and feeling inadequate (x̅=4.50, mdn=4.50, IQR=1). In terms of 
biological risk factors, 15 potential factors were indicated, with moderate to strong 
consensus in 6 (40%). The biological risk factor with the strongest consensus was “sleep 
deprivation which impacts the brain and body” (x̅=4.50, mdn=5, IQR=1). Other notable 
biological risk factors indicated by experts were: changes in cortisol (x̅=4.07, mdn=4, 
IQR=1.25), changes in diet or nutrition (x̅=4.14, mdn=4, IQR=1), a biological pre-
disposition (x̅=4.36, mdn=4, IQR=1), health issues associated with depression such as 
diabetes and thyroid disorder (x̅=3.93, mdn=4, IQR=1.25), and using substances (x̅=4.14, 
mdn=4, IQR=1). 
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Assessment 
 Assessment protocol and tools obtained the lowest level of consensus across all 
questions (17.24%). When asked “when should a father be assessed for depression?” 
strong consensus indicated that “there is no set time where you can guarantee a father is 
interfacing with a medical professional. So it would be worthwhile to assess a father 
whenever an opportunity presents itself.” Moderate consensus was reached between two 
similar protocols that suggest fathers be screened “in pregnancy…” (x̅=3.93, mdn=4, 
IQR=1.25) then “multiple times after the baby is born such as 2 weeks, 1 month, 3 
months, and 5 months postpartum” (x̅=3.86, mdn=4, IQR=1.25). No specific screening 
tool reached moderate to strong consensus, although several came close: Beck 
Depression Inventory (x̅=3.64, mdn=4, IQR=1), Edinburgh Postnatal Depression 
Screening Tool (x̅=4.07, mdn=4, IQR=2), and the Postpartum Depression Screen Scale 
(x̅=3.57, mdn=4, IQR=1). Strong consensus did suggest that those assessing utilize a 
“psychosocial interview to assess for changes in mood, attitude, satisfaction with family 
circumstances” (x̅=4.21, mdn=4, IQR=1) and panelists also indicated a “clinical 
evaluation and assessment by someone who understands the issue” (x̅=4.07, mdn=4, 
IQR=.25).  
 
Financial Costs 
 When asked, “what are the potential financial costs of paternal depression during 
and/or after a pregnancy?” panelists agreed that this is a domain in which “more research 
is needed” (x̅=4.50, mdn=5, IQR=1). Strong expert agreement did point to “future costs 
for children” (x̅=4.50, mdn=5, IQR=1). In addition, experts moderately agreed that 
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“outreach, prevention and early intervention costs are cheaper than untreated mental 
health” (x̅=4.36, mdn=4.50, IQR=1). 
 
Discussion 
 When considering a father’s depression during this critical time in the family life 
cycle, several important factors to consider resulted from this study. According to open-
ended responses from Round One, experts expressed that fathers do not respond well 
when labeled. For example, one expert said in response to the terminology question, 
“Depression, or whatever the father needs / wants it to be called. A lot of men run from a 
label and therefore avoid treatment if they expect to be labeled. My focus is on 
addressing the symptoms.” Expert consensus suggest the utility in having some common 
language when discussing this issue clinically or in research, while also being thoughtful 
in how labels are used and to whom they are used with. 
 When looking to define the issue for key stakeholders, experts agreed on two 
definitions, one simple and one more nuanced. The simple definition would be useful 
when taking steps to reduce stigma and spread awareness, while the more nuanced 
definition could be valuable when looking to diagnose a father for clinical care or when 
addressing the possible gender differences in expressed depression. While our own 
clinical experiences have suggested that depression in fathers may look different than it 
does in mothers, we have seen a range of vulnerability and expressive struggles in this 
population. Defining a mental illness is useful in educating, diagnosing, and assessing, 
though we also recognize the limitations and boundaries they can create. We suggest 
fluid boundaries that leave room for a broad range of individual experiences. 
 109 
 Risk factors may increase a father’s risk of developing depression in the 
peripartum period. In line with other research, the risk and protective factors identified in 
this study point to the importance of relational considerations such as social support and 
the father/mother relationship. Other research has suggested that healthcare providers 
include fathers in family-centered interventions for postpartum depression, and that 
fathers themselves have identified the lack of responsiveness to their social support needs 
(11). Key stakeholders would benefit from policy level shifts that put a father’s role as 
being equally important within the family, and as a society we would benefit in 
addressing the father’s role both during pregnancy and after. Healthcare providers who 
interface with peripartum families should consider the relationships within and outside of 
the family by supporting open communication between the father and those around him. 
Previous research has pointed to the need for healthcare providers to acknowledge the 
importance in social support for peripartum families (11). Paying attention to the context 
in which a couple becomes parents may protect a struggling father from going undetected 
and untreated. The experts reinforced findings from research (25) that indicate low 
income, poor partner relationship quality and employment stress as risk factors. In 
addition, the experts identified other risk factors to take into consideration such as birth 
trauma, separation from partner/baby’s mother, father’s own assessment of fatherhood or 
unrealistic expectations, and first-time fathers. 
 This study was the first to look at protective factors. Strong consensus indicated 
several protective factors including but not limited to: having healthcare professionals 
with a greater understanding of the issue, a strong relationship with mother/partner and 
strong parental role models, being included in bonding and nurturing experiences with 
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baby, having family friendly employer supports, and cultural or other means of having 
meaning and purpose. 
 Consensus regarding symptomology for depressed father’s during this critical 
period may indicate why experts did not strongly agree on the utility of currently 
available assessment tools. While the experts indicated many symptoms in line with 
depressive symptomology, several symptoms unique to this population were identified, 
namely: confusion in fathering role/concerns about ability to father, decreased 
engagement in caregiving activities, experiencing conflict between how you think you 
should be as a man and how you actually are, feeling trapped, and grief at the loss of their 
old life and relationship with partner. General depression tools such as the Beck 
Depression Inventory (x̅=3.64, mdn=4, IQR=1) or Patient Health Questionnaire-9 
(x̅=3.43, mdn=3.50, IQR=1) or even male specific depression tools such as the Gotland 
Male Depression Scale (x̅=3.43, mdn=3, IQR=1) did not reach consensus for their use 
with this specific population, possibly due to the unique experience of a father during a 
partner’s gestation or after birth. Measures such as the Edinburgh Postnatal Depression 
Screening tool and the Postpartum Depression Screen Scale may better detect a mother 
rather than father’s experience. Experts strongly agreed on the utility of a psychosocial 
interview by someone who understands the issue and that assessment occurs whenever a 
father is present. In the meantime, steps should be taken to develop a more depression-
screening tool more sensitive to the unique symptoms experienced by depressed father’s 
during the peripartum period. In addition, universal depression screening within primary 
care as suggested by the United States Preventive Services Task Force would be an ideal 
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mechanism to increase the likelihood of this population being detected, particularly when 
support is in place to assure accurate diagnosis, treatment, and follow-through (45). 
Experts agree that biological factors may put this population at risk for 
depression. While some literature is beginning to indicate changes in estrogen and 
testosterone levels in men during the mother’s pregnancy and postpartum (46), experts 
indicate that common changes experienced by fathers such as sleep deprivation and 
changes in diet may put father’s at increased risk for depression. More research in this 
area could be useful in understanding why this population is more susceptible to 
depression and in reducing stigma by providing a more robust biopsychosocial outlook. 
Experts also indicate that ignoring the needs of this population is a potentially costly 
issue. While we do not know the exact financial cost of this mental illness, the results 
from this study could help future researchers identify the specific costs based on what 
was identified in this study. The U.S. has just started to begin to look at the costs of 
untreated maternal depression. The society costs related to both mother and the child of a 
depressed mother was estimated to be a little over $25,000 a year for one untreated 
mother (47). We can imagine that an untreated depressed father also has financial 
implications, with experts pointing to the potential costs associated with decreased 
occupational functioning, future costs for children including their safety, costs associated 
with marital conflict and divorce, health issues down the road, and costs of substance 
abuse and treatment. With such costly implications for both individuals and society as a 
whole, key stakeholders would benefit from translating consensus into assessment and 
treatment. 
 
 112 
Next Steps 
 While providing an opportunity for experts to come together and reach consensus 
on the defining factors of this issue was believed to be an important step, it would also be 
useful to survey a panel of fathers who had experienced depression during the peripartum 
period to gain their insight and feedback on what the experts are saying. Future research 
should take steps in broadening our understanding of this mental illness by looking more 
closely at peripartum fathers and their families, and expanding research endeavors to 
include fathers of single parent households and fathers in non-heterosexual relationships. 
It is our hope that continued action can be taken to reduce the stigma associated with this 
mental health issue, so that fathers and their families can be detected and treated. 
Regarding terminology, in line with the experts, we believe labels can be misused and 
even at times harmful to an individual. Yet, a term needs to be defined in order to get 
appropriate attention, treatment, and reimbursements for providers. In addition, steps 
should be taken to develop a more sensitive assessment tool for fathers and treatment 
networks should be expanded. By increasing public and professional awareness, we can 
begin to put a father’s role as being equally important in what is commonly seen as 
maternal and child health. 
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Table 1. Key Stakeholders 
 
 Coded Response Mean Median IQR 
Stakeholders Fathers 4.86 5 .00 
 Mothers 4.86 5 .00 
 Other family members 4.21 4 1 
 Workplaces 4.14 4 1 
 General public 4.21 4 1 
 Pediatricians 4.71 5 1 
 OBGYNs 4.64 5 1 
 General practioners 4.64 5 1 
 Nurses 4.43 4 1 
 Midwives 4.64 5 1 
 Parent educators 4.64 5 .25 
 Mental health providers 4.93 5 .00 
 Social workers 4.50 5 1 
 Early childhood professionals 4.43 5 1 
 Federal and state level funders of community health clinics 4.43 5 1 
 Associations related to psychology, medicine, midwifery 4.50 5 1 
 Public health groups/leaders 4.43 5 1 
 Social service groups/leaders 4.36 4.50 1 
 Government officials 4.36 4 1 
 Department of labor 4.43 4.50 1 
 Researchers 4.71 5 1 
 Media 4.50 5 1 
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Table 2.  Inclusion Criteria 
Inclusion Criteria Panelists 
Must meet 2 of the following 5:  
 
1. Clinical or other professional expertise 
working directly with 3 or more fathers from 
this specific population in the past year 
 
8 
2. One or more non-peer reviewed multimedia 
source 
11 
3. Facilitated a class, training and/or 
presentation 
14 
4. PI or Co-PI of a project/study or grant 6 
5. One published peer-reviewed article 2 
 
Could also be considered for inclusion if: 
 
 
6. More than one peer reviewed article 
 
5 
 
Table 3. Panelist Demographics 
 
 
Demographics Panelists 
Country  
United States 9 
Canada 1 
United Kingdom 1 
Ireland 1 
Australia 1 
Poland 1 
Profession  
MD  
       Psychiatrist 2 
PhD  
     Clinical Psychology 1 
     Counseling 1 
     Social Health Psychology 1 
     Sociology 1 
     Nursing 1 
PsyD  
     Clinical Psychology 1 
MA/MS 
Public Health Nurse 
1 
Social Worker 1 
Marriage and Family Therapist 2 
Counselor 2 
  
  
1
2
1
 
Table 4. Example of Theory-Informed Questions from DQ1 
 
George Engel’s Biopsychosocial Model 
 
    Biological Factors 
 
 
    Psychological Factors 
What are the biological factors of a father’s depression during/and or after a 
pregnancy? 
 
What symptoms/feelings are commonly experienced when a father has depression 
during and/or after a pregnancy? 
  
  
    Social/Relational Factors What role does the father’s partner, family members, and other loved ones have 
when he experiences depression during and/or after a pregnancy? 
 What are the potential family (such as couple and child) outcomes of paternal 
depression during and/or after a pregnancy? 
 
C.J. Peek’s Three World View 
 
    
     Clinical 
 
 
      
 
 
 
    Operational 
 
When should a father be assessed for depression during and/or after a pregnancy? 
What is the most effective assessment to use with a father during and/or after a 
pregnancy? 
Describe the best course of treatment when a father experiences depression during 
and/or after a pregnancy. 
 
Describe an operational structure that could successfully address the issue of 
paternal depression during and/or after a pregnancy? 
  
  
     Financial What are the potential financial costs of paternal depression during and/or after a 
pregnancy? 
  
1
2
2
 
Table 5. Consensus Rates 
 
 Coded Response Mean Median IQR 
Terminology 
 
 
Diagnostic Criteria 
Paternal Postpartum Depression 
Focus should be on the symptoms not the label 
 
Depression in father with onset during pregnancy or one year 
after birth* 
3.79 
4.21 
 
4.21 
4 
4 
 
4 
1 
1.25 
 
1 
 Father who has low mood, negative thoughts, somatic issues (low 
hunger, weight loss, sleep issues), suicidality along with “masked 
male depression” symptoms such as irritability, 
withdrawal/isolation and increases in substance use (or other 
dopaminergic types of activities like gambling, and cheating) 
during pregnancy or within a year or so postpartum 
4.07 4 1.25 
     
Risk Factors History of mood and/or anxiety disorder 4.57 5 1 
 Previous episode during and/or after a pregnancy 4.50 5 1 
 Current anxiety or other mental illness 4.29 4 1 
 Poor health 3.79 4 .25 
 Losses/grief 4.21 4 1 
 Increased stress 4.36 4 1 
 Increased use of substances 3.86 4 1.25 
 Biological risk factors 4.14 4 .25 
 Prolonged sleep deprivation/interrupted sleep 4.36 4 1 
 Poor social support 4.50 4.50 1 
 Poor social functioning 3.86 4 .25 
 Mother/partner experiencing symptoms of depression 4.79 5 .25 
 Readiness/stress about becoming a parent 4.07 4 1.25 
 Birth trauma 4.29 4 1 
 Pre-term birth 3.93 4 .50 
  
1
2
3
 
 Unexpected/negative experiences such as special needs 
baby/health difficulties 
4.50 4.50 1 
 Impaired bonding between father and infant 4.29 4.50 1 
 Separation from partner/baby’s mother 4.36 4 1 
 Marital conflict 4.43 4.50 1 
 Stressed relationship with parents or in-laws 3.79 4 .25 
 Low socioeconomic status (mother or father) 4.00 4 .25 
 Poor employment status 3.86 4 .00 
 Unresolved conflicts during life related to attachment issues 4.07 4 .25 
 Societal expectations 3.86 4 1 
 Father’s own assessment of fatherhood/unrealistic expectations 4.14 4 1 
 Poor work/family balance 3.86 4 .25 
 First-time father 3.79 4 1 
     
Protective Factors  Proactively utilizing positive community/social support 4.57 5 1 
 Strong relationship with mother/partner 4.50 5 1 
 Healthcare professionals who have a greater understanding of 
paternal depression during this period and how it affects the 
whole family 
4.21 4 1 
 Being included in bonding and nurturing experiences 4.36 4 1 
 Engaged in effective therapy or being proactive about their 
own mental health 
4.43 4 1 
 Having a partner who is in therapy or proactive about their own 
mental health 
3.93 4 .50 
 Positive family history with modeling of partner bonding, 
mutual support and communication 
4.36 4 1 
 Strong parental role models 4.00 4 .00 
 Open communication between father and his partner as well as 
social supports, with opportunities to talk openly about feelings 
and worries 
4.57 5 1 
  
1
2
4
 
 Having worked through unresolved conflicts and attachment 
issues 
4.14 4 1 
 High degree of emotional intelligence 4.00 4 .00 
 Financial security/strong financial assets 3.86 4 1.25 
 Low life stress outside of the pregnancy/childbirth 4.43 4 1 
 Strong coping skills 4.36 4 1 
 High self-esteem 3.93 4 .50 
 No addictions/substance abuse history 3.93 4 .50 
 Family friendly employer supports (e.g. paid paternity leave) 4.00 4 .25 
 Having other father peers that the father can talk to 4.21 4 1 
 Regular exercise 4.43 4 1 
 Preparation for parental role 4.14 4 .25 
 Cultural or other means of having meaning and purpose 4.29 4 1 
     
Symptomology Low mood 4.50 4.50 1 
 Sense of hopelessness 4.07 4 .25 
 Feeling helpless 4.29 4 1 
 Fatigue 4.36 4 1 
 Feeling inadequate 4.50 4.50 1 
 Stigmatized 3.79 4 1 
 Frightened 4.07 4 .00 
 Changes in appetite/weight 4.21 4 .25 
 Loss of interest in work, hobbies, and sex 4.29 4 1 
 Lack of exercise and regular leisure/recreational activities even 
when time is available 
4.00 4 .00 
 Overwhelmed 4.29 4 1 
 Intense anxiety/worrying/negative thoughts 4.21 4 .25 
 Irritability, frustration, and anger 4.29 4 1 
 Problems with concentration 4.00 4 .00 
 Lack of motivation 4.29 4 1 
 Indecisiveness 3.79 4 1 
  
1
2
5
 
 Confusion in fathering role/concerns about ability to father 4.29 4 1 
 Decreased engagement in caregiving activities 4.00 4 .25 
 Escapist behaviors such as excessive time spent watching TV or 
on the internet, overworking 
4.21 4 1 
 Suicidal thoughts 3.93 4 .00 
 Experiencing conflict between how you think you should be as a 
man and how you actually are 
3.86 4 .25 
 Feeling trapped 4.00 4 .00 
 Guilt 3.86 4 1 
 Grief at the loss of their old life and relationship with partner 4.14 4 .25 
     
Biological Factors Changes in cortisol 4.07 4 1.25 
 Sleep deprivation which impacts the brain and body 4.50 5 1 
 Changes in diet or nutrition 4.14 4 1 
 Biological pre-disposition toward depression such as family 
history/individual history 
4.36 4 1 
 Health issues associated during depression- such as diabetes and 
thyroid disorder 
3.93 4 1.25 
 Using substances 4.14 4 1 
     
Assessment Protocol Before child is born (no specific time), then multiple times after the 
baby is born such as 2 weeks, 1 month, 3 months, and 5 months 
postpartum 
3.86 4 1.25 
 In pregnancy, within two weeks after childbirth, and periodically 
throughout the first year 
3.93 4 .25 
 No ideal time. There is no set time where you can guarantee a 
father is interfacing with a medical professional. So it would be 
worthwhile to assess a father whenever an opportunity 
presents itself 
4.21 5 1 
     
  
1
2
6
 
Assessment Tool Psychosocial interview to assess for changes in mood, attitude, 
satisfaction with family circumstances 
4.21 4 1 
 Clinical evaluation and assessment by someone who 
understands the issue 
 
4.07 4 .25 
Potential Costs Outreach, prevention and early intervention costs are cheaper 
than untreated mental health 
4.36 4.50 1 
 Loss of productivity 4.14 4 1 
 Lower wages 3.50 3.50 1 
 Hospitalization in extreme cases 4.43 4.50 1 
 Future costs for children 4.50 5 1 
 Drug and/or alcohol addiction and treatment 4.14 4 1 
 Costs/loss of income due to marital conflict and divorce 4.36 4 1 
 Health issues down the road 4.14 4 1 
 Childcare due to lack of availability of father caring for the 
baby 
4.00 4 .50 
 More research needed 4.50 5 1 
     
     
* bold responses indicate strong versus moderate consensus    
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CHAPTER SEVEN 
SUMMARY OF RESULTS 
 The goal of this dissertation was two-fold: 1) conduct a thorough literature review 
on the issue of PPPD that would result in a clinical paper from a family therapy 
perspective and 2) conduct a Delphi study that would reach consensus on defining factors 
of PPPD. The purpose of this chapter is to summarize findings and themes from those 
two papers.  
 
Paper One: Clinical/Conceptual Paper 
The aim of Paper One was to provide a literature review and clinical 
considerations for an audience interested in family therapy’s role in the treatment of 
PPPD. In particular, this paper identified the role of family therapists within the context 
of a collaborative and multi-disciplinary operational model. It was discovered that while 
the particular role of family therapists on this issue had been suggested (Habib, 2012; 
Letourneau et al., 2012), the specific operational and clinical logistics of this role had not 
been explored. In this paper we distinguish the importance of family therapy’s role in the 
treatment of PPPD because our training emphasizes three content areas: 1) a systemic 
relational perspective, 2) the inclusion of the family system in care, and 3) the skills 
needed to build multi-disciplinary teams and collaborative relationships among those that 
may be involved in a father’s care. Family therapists are also in a position to use their 
practice as a form of social intervention, bringing awareness to this issue and influencing 
the action of other healthcare providers (Freitas & Fox, 2015).  
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Summary of Results from Paper One 
The purpose of Paper One, published in the Journal of Contemporary Family 
Therapy (Freitas & Fox, 2015) was to provide a synthesis of the literature and clinical 
steps that would be relevant and have utility for a family therapist or any health 
professional that is working with a family system impacted by PPPD. The themes that 
resulted from this paper were 1) PPPD is a real issue with biopsychosocial implications 
(Bielawska-Batorowicz & Kossakowska-Petrychka, 2006; Kim & Swain, 2007; Matthey 
et al., 2000; Paulson & Bazemore, 2010; Ramchandani et al., 2005; Wee et al., 2011) that 
often goes ignored, 2) family therapists have an important role to play in treating and 
supporting these families, 3) the role of family therapists is strengthened by collaboration 
with other healthcare professionals, and 4) there exists specific clinical considerations 
and actions a family therapist should consider when working with a father and family 
system affected by PPPD.  
Family therapists are encouraged to use a biopsychosocial assessment model 
(Engel, 1977, 1980; Hodgson et al., 2007) and so the literature review of Paper One was 
organized using that framework. Several themes resulted from this literature review: 1) 
research is beginning to point to biological factors that put fathers at risk (Berg & 
Wynne-Edwards, 2001; Wynne-Edwards, 2001), 2) the psychological experience or 
symptoms related to a father’s peripartum depressive episode may look different than a 
mother’s (Cochran & Rabinowitz, 2000; Condon, Boyce, & Corkindale, 2004; Matthey et 
al., 2000), and 3) PPPD is impacted by a father’s unique social context with potentially 
devastating effects for his child and partner relationship (Huang & Warner, 2005; 
Ramchandani et al., 2005; Ramchandani & Stein, 2008). It was discovered and shared in 
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Paper One that while the current literature has pointed to the importance of family 
interventions in the treatment of PPPD, there is a lack of literature logistically explaining 
how a family therapist could integrate into the care of PPPD. Paper One aimed to fill that 
gap. 
My clinical experiences have shown that family therapists can integrate into the 
care of peripartum families through collaborative relationships and integrative-care 
models. So, we described a model that we have seen work in our practices and provided a 
visual diagram of the identified model. The major theme of this model was the need for 
healthcare and educational professionals to become informed on the issue of PPPD, and 
for family therapists to work closely with these providers so that direct referrals can be 
made. Since our journal of choice typically published clinically-driven articles, we 
provided two case examples and clinical considerations that resulted from our own 
experiences working with this population. The themes that resulted from these clinical 
reflections were: 1) it is important to create a safe place for fathers so that they might 
begin to build an emotional language set, 2) there is a need to attune to both a mother’s 
and father’s experience when a peripartum couple presents itself, 3) one should spend 
time identifying paternal role models and a father’s goals for his own role, 4) providers 
should not ignore the socio-cultural pressures and expectations of a father that may put 
him at risk, 5) it is important to identify specific actions a father can take to create 
bonding opportunities for him and his baby, 6) community is very important when one 
becomes a parent and can be a useful tool in therapy, 7) collaboration with other 
healthcare professionals is key if you want to access this vulnerable population, and 8) a 
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therapist must practice reflexivity to see if they are perpetuating any cultural discourses 
that are leaving fathers at-risk for going untreated. 
 
Paper Two: Delphi Study 
 Following Paper One, a Delphi Study (Stone Fish & Busby, 2005; Keeney, 
Hasson, & McKenna, 2011) was conducted in order to reach consensus on the defining 
factors of PPPD. The biopsychosocial framework (Engel, 1977, 1980) that guided the 
literature review from Paper One informed the areas in which consensus was sought for 
this project. The clinical and operational considerations discussed in Paper One led to 
more questions that a Delphi study could begin to answer. Thus, in addition to the 
Biopsychosocial framework, CJ Peek’s Three-World view (clinical, operational, and 
financial) informed the remainder of areas the Delphi study proposed to seek consensus 
on.  
 Table 6 provides a complete overview of the questions asked to experts, their 
coded responses, and consensus rates (mean, median, and interquartile range). Table 7 
showcases an example of the matrix table that was sent to the expert panelists, providing 
them an opportunity to change their responses based on group means or comment. 
Consensus was determined by group average and variance. For this particular study 
strong consensus was ascribed to any coded response that received a mean score of 4 or 
higher (indicating inclusion agreement) and an interquartile range (IQR) equal to or less 
than one. Median scores were considered a less conservative analysis of consensus than 
mean, thus moderate consensus was ascribed to any response that received a mean score 
equal to or greater than 3.75, a median score of 4 or higher, or if an IQR equal to or less 
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than 1.25 was indicated among responses of moderate or strong consensus. Responses in 
which strong consensus was found are bolded in Table 6. There were 16 questions and 
303 coded responses over the span of those questions. The 14 experts on PPPD that 
completed all phases of the Delphi study agreed on the inclusion of 166 of the 303 coded 
responses (54.76%).  A summary of those findings will be discussed next. 
 
Summary of Results from Delphi Study 
Terminology 
 In response to the question “when a father is experiencing depression during 
and/or after a pregnancy what do you call it?” the experts had the highest consensus score 
on the response “whatever father wants it to be called—focus on symptoms not label.” 
According to open-ended responses from Round One, it seemed that experts felt that 
fathers do not respond well to having a label on them. For example, one expert said in 
response to this question, “Depression...or whatever the father needs / wants it to be 
called. A lot of men run from a label and therefore avoid treatment if they expect to be 
labeled. My focus is on addressing the symptoms.” Another expert suggested that 
different terms are best used in different contexts, “When talking with patients or 
laypeople, I call it ‘paternal perinatal depression’ or if in fact it's after the birth, ‘paternal 
postpartum depression.’ In more psychologically-focused realms, either paternal perinatal 
depression or the formal diagnosis of MDD with peripartum onset.” The response 
“Adjustment Disorder” received the lowest average score on the likert scale, although 
one expert felt it was “the most common formal diagnosis I've used, and I often talk with 
dads about their struggles in this light.” Another option that came close to consensus was 
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“Paternal Postpartum Depression.” Experts not from the United States mostly used the 
term “postnatal” in their open-ended responses from Round One, and since a majority of 
experts were from the United States it would make sense that a name with the term 
“postpartum” in it reached the closest to consensus. One American expert said, “It 
depends - overseas they use ‘postnatal,’ physicians use ‘peripartum,’ mental health folks 
tend to use ‘perinatal’ - I don't think there's one most correct term to use, so I tailor it to 
the audience.” 
  
Defining the Issue 
 In response to the question “how do you define paternal depression during and/or 
after a pregnancy?” consensus among experts fell into two definitions, one simple and 
one more complex. The simple definition that reached consensus was: “Depression in 
fathers with onset during pregnancy or one year after birth.” Following this coded 
response one expert commented, “Though, of course, I'd always want to rule out other 
causes, like grief/loss or another type of disorder first. This is a very simple description of 
[paternal perinatal depression], but it's accurate, with ‘depression’ and time frame for 
onset. I would suggest adding ‘Pregnancy or up to one year after birth.’” Another and 
more complex definition with the highest consensus rating was “Father who has low 
mood, negative thoughts, somatic issues (low hunger, weight loss, sleep issues), 
suicidality along with ‘masked male depression’ symptoms such as irritability, 
withdrawal/isolation and increases in substance use (or other dopaminergic types of 
activities like gambling, and cheating) during pregnancy or within a year or so 
postpartum.” When asked to pick one of the coded response definitions, most experts 
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selected the following definition: “A father's marked change in mood, attitude, or 
functioning in family/social/or professional roles with onset during pregnancy or in first 
1-2 years after a child’s birth or arrival into family.” One expert who agreed to the 
complex definition that did in fact receive the highest consensus rates but did not select 
that choice when asked to pick only one definition elaborated with “I agree these are all 
potential symptoms of PPND, and I would have chosen this description, below, if it had 
said ‘or’ with the symptoms. A father does not need to have all of these symptoms to be 
diagnosed with [paternal perinatal depression].” 
  
Potential Risk Factors 
 In response to the question “what are the potential risk factors for a father to 
experience depression during and/or after a pregnancy?” experts agreed on the inclusion 
of the following factors: 1) history of mood and/or anxiety disorder, 2) previous episode 
(of depression) during and/or after a pregnancy, 3) current anxiety or other mental illness, 
4) losses/grief, 5) increased stress, 6) biological risk factors, 7) prolonged sleep 
deprivation/interrupted sleep, 8) poor social support, 9) mother/partner experiencing 
symptoms of depression, 10) readiness/stress about becoming a parent, 11) birth trauma, 
12) unexpected/negative experiences such as special needs baby/health difficulties, 13) 
impaired bonding between father and infant, 14) separation from partner/baby’s mother, 
15) marital conflict, 16) low socioeconomic status (mother or father), 17) unresolved 
conflicts during life related to attachment issues, and 18) father’s own assessment of 
fatherhood or unrealistic expectations. Experts elaborated on some of these responses. 
Regarding /loss as a risk factor one expert said “Agree, but only to the extent that losses 
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and grief impact the expectations, meaning, and experience of fatherhood. Otherwise, I 
would say the person has depression solely linked to grief/loss.” Regarding marital 
conflict one expert said that they considered it, “one of the strongest non-biological 
predictors for men and women.” 
  
Potential Protective Factors 
 In response to the question “what are protective factors against paternal 
depression during and/or after a pregnancy?” experts agreed on the inclusion of the 
following factors: 1) proactively utilizing positive community/social support, 2) strong 
relationship with mother/partner, 3) healthcare professionals who have a greater 
understanding of paternal depression during this period and how it affects the whole 
family, 4) being included in bonding and nurturing experiences, 5) engaged in effective 
therapy or being proactive about their own mental health, 6) strong parental role models, 
7) open communication between father and his partner as well as social supports, with 
opportunities to talk openly about feelings and worries, 8) having worked through 
unresolved conflicts and attachment issues, 9) high degree of emotional intelligence, 10) 
low life stress outside of the pregnancy/childbirth, 11) strong coping skills, 12) family 
friendly employer supports (e.g. paid paternity leave), 13) having other father peers that 
the father can talk to, 14) regular exercise, 15) preparation for parental role, and 16) 
cultural or other means of having meaning. In regards to all the protective factors 
identified in the coded responses, one expert said, “With all of these, they could operate 
as protective factors. However, paternal perinatal depression can occur even in best-case 
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scenario and among those with these protective factors. Although these assets can then be 
drawn on to facilitate more effective recovery.” 
  
Psychological Factors 
 In response to the question “what symptoms/feelings are commonly experienced 
when a father has depression during and/or after a pregnancy?” experts agreed on the 
inclusion of the following symptoms/feelings: 1) low mood, 2) sense of hopelessness, 3) 
feeling helpless, 4) fatigue, 5) feeling inadequate, 6) frightened, 7) changes in 
appetite/weight, 8) lack of exercise and regular leisure/recreational activities even when 
time is available, 9) overwhelmed, 10), intense anxiety/worrying/negative thoughts, 11) 
irritability/frustration/anger, 12) problems with concentration, 13) lack of motivation, 14) 
confusion in fathering role/concerns about ability to father, 15) decreased engagement in 
caregiving activities, 16) escapist behaviors such as excessive time spent watching TV or 
on the internet or overworking, 17) feeling trapped, and 18) grief at the loss of their old 
life and relationship with partner. An expert elaborated on his selection of “agree” for the 
inclusion of fatigue with “although may be difficult to distinguish between fatigue from 
depression and fatigue from simply being a new parent.” 
 
Biological Factors 
 In response to the question, “what are biological factors of a father’s depression 
during and/or after a pregnancy?” experts agreed on the following factors: 1) changes in 
cortisol (a stress hormone, 2) sleep deprivation which impacts the brain and body, 3) 
changes in diet or nutrition, 4) biological pre-disposition toward depression such as 
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family history/individual history, and 5) using substances. The coded response “health 
issues implicated during depression- such as diabetes and thyroid disorder” came very 
close to consensus on inclusion. In regards to cortisol levels, one expert commented, 
“cause vs. effect is difficult to disentangle.” The coded response “more research needed 
before we can begin to answer this question” was approaching consensus and several 
experts left remarks that spoke to the inadequacy of current research on this topic. One 
expert commented, “While I believe that dysregulation of the common hormonal changes 
that men experience before and after birth may very well be related to new fathers' 
PMADs, I don't think there's any research directly correlating the two (yet)” with another 
expert stating “this line of research is very mixed among mothers, and largely points to 
biological causation as the exception rather than the rule. Considering the mixed findings 
among mothers, the research on fathers is even more lacking.” 
 
Maternal versus Paternal Depression 
 In response to the question, “how do men experience depression during and/or 
after a pregnancy differently than women?” experts agreed on the following: 1) 
externalizing symptoms such as anger/irritation, sarcasm/humor, substance use, and 
violence, 2) escapist behaviors such as spending excessive time watching TV, on the 
internet, or at work, 3) less awareness which makes seeking help and support more 
difficult for men, and 4) men are less likely to talk about it and seek professional help or 
social support. In response to the coded response “everyone experiences depression in the 
context of their own lives, and we should not assume that men experience depression 
differently” one expert said “while I agree that everyone experiences depression in the 
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context of their own lives, I think people run into trouble when they assume men WILL 
experience depression the same as women. While we should be open to the possibility 
that men may experience depression the same as women, it is reasonable to assume that 
they won't. The key is to avoid judgment regardless, and to avoid projecting our 
assumption on others.” 
  
Assessment Timeline 
 In response to the question “when should a father be assessed for depression?” the 
experts did not identify a specific time. The responses that reached consensus were “no 
ideal time. There is no set time where you can guarantee a father is interfacing with a 
medical professional. So it would be worthwhile to assess a father whenever an 
opportunity presents itself.” One response that came close to consensus was “whenever a 
mother is being screened, especially when the mother screens positive.” One expert 
responded to this code with “This is really what I would agree most with. I agree with the 
others above, however, since I believe the more often screening is performed, routinely, 
the better off the couple, especially since it reduces stigma.” The experts almost reached 
consensus that longitudinal studies were needed to address this question and many of 
their open ended responses spoke to this. One specific timeline that almost reached 
consensus by this study’s standards was: “in pregnancy, within two weeks after 
childbirth, and periodically throughout the first year.” 
  
Assessment Tools 
 In response to the question “what is the most effective assessment to use with a 
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father during and/or after a pregnancy?” only the following two coded responses reached 
consensus by our standards: 1) psychosocial interview to assess for changes in mood, 
attitude, satisfaction with family circumstances and 2) clinical evaluation and assessment 
by someone who understands the issue. The Edinburgh Postnatal Depression Screening 
(EPDS) tool came close to being agreed upon as an effective assessment, in particular 
one that has been adapted for fathers with an expert stating “I haven’t seen one yet, but 
am very interested” and “this would be ideal.” Asking a father “are you feeling 
overwhelmed, stressed out, having a hard time?” also came close to consensus.  
 
Course of Treatment 
 In response to the statement “describe an ideal course of treatment when a father 
experiences depression during and/or after a pregnancy such as: medications, 
psychosocial/behavioral interventions, or referrals to resources” the experts had several 
suggestions for treatment. These steps and suggestions were: 1) following recognition, 
conduct an assessment of the severity of the depression and previous history, 2) 
individual therapy, 3) couple therapy, 4) psychotherapy that addresses a father’s mental 
state and develops attachment toward the child, 5) build a support system with the father 
and encourage proactive utilization of social support, 6) connect dad with other dads 
(either in or out of a group), 7) provide psychoeducation, 8) cognitive behavioral therapy, 
9) facilitate exercise, proper diet, sleep habits, 10) advocate for father’s paternity leave (a 
minimum of 6 weeks), 11) medication utilized when father is severely depressed, unable 
to function, or suicidal, 12) recommend books and/or websites if a father’s expectations 
and knowledge base are unrealistic, and 13) phone and/or internet peer support. Experts 
 139 
also agreed that “no best course of treatment fits all fathers,” and that “more research is 
needed.” One expert suggests, “All of the above are viable options, with the course of 
treatment needing to be responsive to each fathers preferences and circumstances.” In 
regards to couple’s therapy one expert said, “Often men will attend couples 
therapy/family therapy when they wouldn't be willing to attend individual therapy. I 
suggest offering as options.” 
  
Role of Support System 
 In response to the question “what role does the father’s support system have when 
he experiences depression during and/or after a pregnancy?” there was consensus on 
many of the coded responses. The following were agreed upon: support systems can 1) 
reduce the severity of depression in fathers before and/or after a pregnancy, 2) have an 
impact on self-efficacy, 3) validate or invalidate a father’s experience, 4) assist in 
navigating his new role as a father, 5) provide access to role models/vicarious learning, 6) 
help with household chores, 7) provide supportive visits, 8) help set up realistic 
expectations, 9) enable couple time, 10) encourage treatment, 11) fill the gaps when a 
partner is feeling overwhelmed and depressed. It was also agreed that “fathers have a 
hard time finding other dads who are experiencing depression during and/or after a 
pregnancy. The response “support system can debunk myths of ‘masculinity’” came close 
to consensus, and one expert expanded his agreement with this statement by saying “Yes, 
but can also go the other way in which some social circles reinforce unrealistic images of 
masculinity.” The following coded response also came close to consensus “support 
system appears to be a much more important factor after the birth.” 
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Family Outcomes 
 In response to the question “what are the potential family outcomes of paternal 
depression during and/or after a pregnancy?” the experts agreed upon the following: 1) 
decreased relationship satisfaction, 2) higher rates of separation and divorce, 3) affects 
intimacy, 4) affects conflict resolution skills, 5) higher rates of paternal disengagement or 
family abandonment, 6) less successful co-parenting, 7) maternal depression, 8) negative 
interaction with child leading to child issues such as lower IQ, less effective emotional 
regulation, lower levels of school readiness, less social/interpersonal abilities, and 
behavioral problems, and 9) disturbs children’s development of secure attachment with 
fathers. The only two responses to this question that did not reach consensus were partner 
and child abuse.  
 
Care Pathway 
 In response to the statement “describe features of a care pathway that could 
successfully address the issue of paternal depression during and/or after a pregnancy,” 
experts reached consensus and agreement to all coded responses. The following features 
were agreed upon: 1) father involvement in perinatal and postpartum visits, 2) mandatory 
screening of both parents by health providers during prenatal, postpartum, and 
pediatrician visits paired with clear referral sources, 3) making sure that physicians and 
health providers are willing to address the emotional as well as physical problems in men, 
4) free resources and services should be available to depressed fathers (one expert 
specifically suggesting “free support groups”, 5) available and convenient fatherhood 
gatherings, 6) appropriate education and training of medical professionals, 7) appropriate 
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education and training of mental health professionals, and 8) childbirth classes that 
inform families of the issue, provide resources, and make referrals. The experts also 
agreed that more research was needed. Along with this, one expert commented, “Yes, 
more research is needed, however, I believe we have enough to begin to implement 
several of the above care pathways.”  
  
Potential Financial Costs 
 In response to the question “what are the potential financial costs of paternal 
depression during and/or after a pregnancy?” the following were identified by expert 
consensus: 1) outreach, prevention and early intervention costs are cheaper than untreated 
mental health, 2) loss of productivity, 3) lower wages (one expert clarifying with “If they 
are hourly workers or are more likely to lose their job”), 4) hospitalization in extreme 
cases, 5) future costs for children, 6) drug and/or alcohol addiction and treatment, 7) 
costs/loss of income due to marital conflict and divorce, 8) health issues down the road, 
and 9) childcare due to lack of availability of father caring for the baby. Consensus also 
suggested that more research is needed in this area. 
  
Next Action Steps 
 In response to the question “what are the next action steps needed regarding the 
issue of paternal depression during and/or after a pregnancy?” the experts agreed upon 
most coded responses. The following action steps were identified: 1) increasing public 
and professional awareness, 2) reducing stigma, 3) diagnostic clarity, 4) convening 
stakeholders, 5) develop appropriate screenings, 6) lobbying for universal screening, 7) 
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designing and validating relevant interventions, 8) treatment network needs to be 
expanded beyond OBGYNs to the rest of the medical community, social services and 
early childhood professionals, 9) continued research to differentiate from a woman’s 
experience, 10) more research on the course and outcomes of paternal depression during 
and/or after a pregnancy, 11) develop educational materials that are easily digested to 
help families know the signs and how to access support and solutions early, 12) father 
inclusion in prenatal and postpartum care, 13) policy level shifts that put a father’s role as 
being important in what is commonly called ‘maternal and child health,’ 14) identifying 
of areas of low service availability and ways to add incentive for services, 15) robust 
referral mechanisms, 16) more grant funds available to study the issue, 17) training of 
healthcare providers to assess paternal depression before and after a child is born, 18) 
training of mental health professionals to assess and treat paternal depression before and 
after a child is born, 19) improving employer awareness of the benefits of healthy family 
functioning and paternal mental health, 20) advocacy for paid paternity leave, and 21) 
marketing campaigns aimed at increasing father involvement (billboards, magazines, 
flyers in doctor’s offices). The experts also agree that we need to move beyond treating 
depression as simply a medical issue and be more creative in also employing 
psychosocial support strategies. 
  
Key Stakeholders 
 Lastly, in response to the question regarding key stakeholders, the experts agreed 
that the following groups would be considered stakeholders in this issue: 1) fathers, 2) 
mothers, 3) other family members, 4) workplaces, 5) general public, 6) pediatricians, 7) 
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OBGYNs, 8) general practitioners, 9) nurses, 10) midwives, 11) parent educators, 12) 
mental health providers, 13) social workers, 14) early childhood professionals, 15) 
federal and state level funders of community health clinics, 16) associations related to 
psychology, medicine and midwifery, 17) public health groups/leaders, 18) social service 
groups/leaders, 19) government officials, 20) department of labor (increasing paternity 
leave to reflect that father is a part of the adjustment to parenthood), 21) researchers, and 
22) media. The only two coded stakeholders that did not meet consensus were insurance 
companies and non-profits. The responses to this question are important, as these 
stakeholders should be the targeted audience for future work in this field. One may want 
to consider how to reach these stakeholders whether it be through research, journals, 
trainings, marketing, or public programs.  
 
Paper One and Paper Two Themes 
 Various themes could be seen across Paper One and Paper Two. The literature 
review and clinical considerations from Paper One pointed to the importance of the 
operational structure around the father (for detection) and the need to consider the social 
context. The Delphi Study reinforced these ideas, as well as the importance of 
acknowledging the biopsychosocial factors of PPPD and potential family/child outcomes. 
The Delphi Study built on Paper One by providing a more descriptive picture of a care 
pathway, as well as potential costs and key stakeholders. The Delphi Study built on Paper 
One by also further exploring terminology, symptomology, risk factors, protective 
factors, and future action steps needed. The Delphi Study resulted in Paper Two for this 
dissertation, specifically focusing on terminology, symptomology, risk factors, protective 
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factors, assessment and key stakeholders. The remaining data described above will result 
in one or two more papers following my defense. 
 
Delphi Study and Previous Literature 
 The experts agreed with previous research findings (Bielawska-Batorowicz & 
Kossakowska-Petrychka, 2006; Kim & Swain, 2007; Matthey et al., 2000; Paulson & 
Bazemore, 2010; Ramchandani et al., 2005; Tuszynska-Bogucka & Nawra, 2014; Wee et 
al., 2011) that father’s are at-risk for experiencing depression during a partner’s gestation 
and/or postpartum. No literature has discussed the use of labels or terminology when 
considering paternal depression during a partner’s gestation or postpartum. The interest in 
what to call this issue resulted from the use of various clinical terms indicated by 
clinicians and researchers (e.g., postpartum, postnatal, peripartum, perinatal). I was 
interested to see whether or not the experts felt that consensus was necessary in labeling 
this issue. The experts felt that we should refrain from using our own labels when 
working clinically with this population, and to be aware of our audience when using 
various clinical terms. In addition, researchers and clinicians have struggled to define this 
issue (Habib 2012). The experts came up with various definitions and agreed upon two 
(one simple, one more nuanced) that could be useful clinically or in future research.  
 Literature has suggested that fathers are expected to be more fully engaged in 
parenting, and may experience feelings of shame and guilt when they do not live up to 
this standard (Bretherton, Lambert, & Golby; Gage & Kirk, 2002). Fathers whose 
partners are depressed have reported feeling isolated, overwhelmed, scared and 
stigmatized (Davey, Dziurawiec, & O-Brien-Malone, 2006). Symptoms such as 
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withdrawal, irritability, indecisiveness, anger, resentment, stress, and fatigue have been 
associated with depression in men and fathers (Harvey & McGrath, 1988; Letourneau et 
al., 2011; Melrose, 2010). Experts expanded upon this by identifying other possible 
symptoms/feelings a father may experience and actions that would result in reduced 
stigma and increased awareness. While research has begun to point to biological risk 
considerations for father’s during the peripartum period, focus has mostly been on 
estrogen and testosterone (Kim & Swain, 2007; Storey et al., 2000). The experts in this 
study broadened the biological view of this mental illness by suggesting how other 
physiological changes can put a father at-risk, such as: sleep disturbance, changes in diet, 
cortisol levels, and health issues. 
Experts reinforced findings from research that indicate maternal depression as the 
strongest predictor of paternal depression (Goodman, 2004). Men, and thus fathers, who 
experience depression are likely to disengage and silence their vulnerable emotions 
(Letourneau et al., 2011; Spector, 2006), so one can imagine that a father experiencing 
depression during the peripartum period is likely to withdraw and not share his internal 
experience. These factors, along with others, put depressed peripartum fathers at-risk of 
going unnoticed and untreated. The experts added to this understanding by indicating not 
only other risk factors, but also possible protective factors that could potentially reduce 
the likelihood or degree of depression in fathers. Literature has suggested that depression 
measures may have a better chance of adequately detecting postpartum depression in 
women than in men possibly due to depressed affect being underreported by men 
(Matthey et al., 2000). Since no tool has been developed that is specifically designed to 
measure depression in peripartum fathers, many depression measures used could include 
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items that may be non-pathological if experienced in the peripartum period, such as 
changes in sleep. A tool developed originally to detect postpartum depression in women, 
the Edinburgh Postnatal Depression Scale (EPDS) (Cox, Holden & Sagovsky, 1987) has 
been validated on fathers (Matthey et al., 2001). A lower cut-off score on the EPDS for 
fathers has been suggested, due to certain items being more relevant to mothers such as 
an endorsement of tearfulness or crying (Matthey et al., 2001). Since the EPDS may not 
capture the male experience of depression, the Gotland Male Depression Scale (GMDS) 
has also been suggested for screening (Habib, 2012; Madsen & Juhl, 2007). Madsen and 
Juhl (2007) conducted a study with fathers at six weeks postpartum. In this study 21% of 
the at-risk fathers scored above-threshold on the GMDS and below-threshold on the 
EPDS, thus a sizeable amount of fathers were identified with the male symptom sensitive 
tool only. Habib (2012) suggests that both tools be used for assessment and outcome 
measures since no current refined scale exists specifically for peripartum fathers. The 
experts in this study did not strongly agree in the utility of any of these assessment tools 
for peripartum fathers, yet all of the above tools were indicated in the Round One 
questionnaire. Rather, the experts suggest the use of a psychosocial interview. Their lack 
of agreement on any assessment scale may point to the inadequacy of these tools for this 
specific population and the need for a more sensitive scale to be developed. In addition, 
the differences between maternal and paternal depression as indicated by the experts may 
be useful in the development of this measure. 
A handful of studies have looked at the influence of the family system and 
implications for relationships that are important to consider when assessing for and 
treating peripartum depression in fathers (Escriba-Aguir & Artazcoz, 2011; Huang & 
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Warner, 2005; Wee et al., 2011; Yargawa & Leonardi-Bee, 2015). Less research has 
looked at the impact of paternal depression on child outcomes in comparison to maternal 
depression, but the limited research suggests that paternal depression increases the 
likelihood of behavioral and emotional problems later on in a child’s life (Ramchandani 
et al., 2005; Ramchandani & Stein, 2008) even after maternal depression and contextual 
factors such as education are controlled for. The experts expanded upon what has been 
suggested in the literature by indicating potential family outcomes, as well as identifying 
the potential role of the support system for paternal depression during the peripartum 
period.  
 Habib (2012), an Australian clinical psychologist, suggested a stepped-care 
preliminary intervention model for PPPD.  At the first level of care he suggested that 
expectant fathers are provided psycho-education around the changes and challenges they 
might expect in fatherhood including information on the symptoms of depression.  The 
second level suggests that during a child-birth education program, fathers are offered a 
seminar that is geared solely towards their needs. The third level of care includes either 
one-on-one or couple/family therapy depending on the needs of the father. When 
discussing assessment, Habib acknowledges that assessment is potentially hampered by 
controversy over the definition of perinatal depression in fathers. The current study 
answered this gap indicated by Habib, while also providing an operational care pathway 
that might expand upon the model suggested. 
In a separate study, Letourneau and colleagues (2012b) asked fathers whose 
partner had experienced depression questions such as: “When did you and your partner 
need support the most?” “What types of support would have helped?” The researchers 
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found that fathers desired support from both professional and non-professional sources 
around how to cope with their partner’s depression.  The fathers spoke easily about their 
partner’s support needs. When probed to discuss their own needs, these fathers reported a 
desire to have someone to talk to and that friends and family were often surprised at his 
desire to discuss parenting. These fathers noted that they felt their own mental health was 
minimized by healthcare professionals and desired healthcare professionals who were 
respectful, understanding, and responsive to their expressed needs. In terms of 
professional awareness, fathers spoke to the inadequacy of the healthcare system in 
educating, screening and identifying postpartum depression in both mothers and fathers. 
These fathers felt that families and professionals would benefit from improved 
understanding and identification of depression in peripartum families and recommended 
an increase in the public and professional awareness of postpartum depression. The 
experts in this study indicated care pathways and clinical considerations that would be 
very useful for providers and those with an interest in how to intervene operationally. In 
addition, future action steps described ways in which public and professional awareness 
could occur. Further, key stakeholders were identified by the experts. This is useful so 
that future action steps or research can have the right audience in mind. Lastly, no 
research has looked at the potential costs of untreated paternal depression during this 
period of time, and the experts suggest more research is needed in this area. The experts 
in this study did suggest several ways in which ignoring this issue is costing us both 
financially and relationally. For example, the experts pointed to loss of productivity, 
lower wages, hospitalization, future costs for children, potential drug and/or alcohol 
addiction and treatment, costs due to marital conflict and divorce, health issues down the 
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road, and childcare due to lack of father availability. In addition, there are the relational 
costs to consider such as decreased relationship satisfaction, higher rates of separation 
and divorce, child development, and the mother’s mental health. In conclusion, the results 
of this study added to the current body of literature by: looking more closely at the issue 
of terminology, suggesting diagnostic criteria that could be utilized by both clinicians and 
researchers, identifyng risk/protective factors, looking at the unique psychological and 
biological factors, adding to ideas that have been previously suggested in terms of 
treatment and care pathways, challenging our current assessment tools, looking more 
closely at the social support factors to consider, and identifying future actions, key 
stakeholders, and potential costs if this mental health issue continues to go unnoticed and 
untreated. It is my hope that this study serves as a launching pad for continued efforts to 
better understand how we can address the issue of paternal depression in the peripartum 
period. 
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Table 6 Complete Profile of Consensus Rates 
 
Question to Experts Coded Response Mean Median IQR 
When a father is experiencing depression 
during and/or after a pregnancy what do 
you call it? 
    
 Depression, not otherwise specified 2.36 2 1 
 Major Depressive Disorder with Peripartum Onset 3.14 3 2 
 Adjustment Disorder 2.36 2 2 
 Paternal Depression 2.64 2 2 
 Paternal Peripartum Depression 2.93 3 2 
 Paternal Perinatal Depression 3.43 4 1 
 Paternal Postnatal Depression 3.43 4 1 
 Paternal Postpartum Depression 3.79 4 1 
 Focus should be on the symptoms not the label 4.21 4 1.25 
 ‘Perinatal’ and ‘Peripartum’ too intimately tied to the physiological 
process of pregnancy and childbirth, and dads tend not to identify with 
this label 
3.36 3.5 2.25 
 No best terms 2.57 2 2.25 
How do you define paternal depression 
during and/or after a pregnancy? 
    
 Depression in father with onset during pregnancy or one year after 
birth 
4.21 4 1 
 Signs and symptoms in father that emerge early on in pregnancy and 
persist between 6 months and 2 years after a child is born 
3.21 3.5 2.25 
 A father’s marked change in mood, attitude, or functioning in 
family/social/or professional roles with onset during pregnancy or in first 
1-2 years after a child’s birth or arrival into the family 
4.00 4 2 
 Father who has low mood, negative thoughts, somatic issues (low hunger, 
weight loss, sleep issues), suicidality along with “masked male 
depression” symptoms such as irritability, withdrawal/isolation and 
increases in substance use (or other dopaminergic types of activities like 
4.07 4 1.25 
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gambling, and cheating) during pregnancy or within a year or so 
postpartum 
 Negative mood and dysphoric feelings in father in response to the birth of 
a child 
3.50 3.5 1.25 
 A state of mind (including stress and/or anxiety and/or depression and/or 
minor psychotic episodes) in father emerging when parenthood becomes 
an issue and where thoughts and emotions are related to the child and 
parenthood 
3.50 4 1.50 
 A major depressive episode with onset once the father is aware of 
pregnancy and ending one year after birth 
3.00 3 2 
 Depression in father evident during pregnancy, typically subsiding shortly 
after childbirth and reappearing in the 3-6 month postpartum period and 
increasing in severity during the first postpartum year 
2.36 2 1.25 
 Defined by time related to pregnancy and postpartum period rather than 
unique symptoms 
3.36 4 2 
What are the potential risk factors for a 
father to experience depression during 
and/or after a pregnancy? 
    
 History of mood and/or anxiety disorder 4.57 5 1 
 Previous episode during and/or after a pregnancy 4.50 5 1 
 Current anxiety or other mental illness 4.29 4 1 
 Low self-esteem 4.00 4 2 
 Poor health 3.79 4 .25 
 Head injury 3.36 4 1.25 
 Losses/grief 4.21 4 1 
 Increased stress 4.36 4 1 
 Increased use of substances 3.86 4 1.25 
 Decreased self-care 3.64 4 2.25 
 Perfectionist tendencies 3.71 4 1 
 Biological risk factors 4.14 4 .25 
 Prolonged sleep deprivation/interrupted sleep 4.36 4 1 
 Poor social support 4.50 4.50 1 
 Poor social functioning 3.86 4 .25 
 Mother/partner experiencing symptoms of depression 4.79 5 .25 
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 Readiness/stress about becoming a parent 4.07 4 1.25 
 Birth trauma 4.29 4 1 
 Pre-term birth 3.93 4 .50 
 Overdue infant 3.00 3 2 
 Unexpected/negative experiences such as special needs baby/health 
difficulties 
4.50 4.50 1 
 Impaired bonding between father and infant 4.29 4.50 1 
 Separation from partner/baby’s mother 4.36 4 1 
 Marital conflict 4.43 4.50 1 
 Cohabiting and non-married 2.79 2.50 1.25 
 Non-traditional family structure 2.64 2.50 1.25 
 Lack of sex 3.29 3.50 1.25 
 Stressed relationship with parents or in-laws 3.79 4 .25 
 Discord or decreased performance in other life arenas 3.71 4 1 
 Low socioeconomic status (mother or father) 4.00 4 .25 
 Lower level of education (mother or father) 3.36 3.50 1.25 
 Lack of adequate childcare 3.64 4 1 
 Poor employment status 3.86 4 .00 
 Living in rented housing 2.57 2 1.25 
 Changes in housing 3.50 4 1.25 
 Not receiving care in the private healthcare system 2.79 2.50 1.25 
 No paternity leave 3.43 3.50 1.25 
 Lack of experience in caring for an infant 3.57 4 1 
 Unresolved conflicts during life related to attachment issues 4.07 4 .25 
 Societal expectations 3.86 4 1 
 Father’s own assessment of fatherhood/unrealistic expectations 4.14 4 1 
 Not included in decision-making pertaining to the baby 3.71 4 1.25 
 Poor work/family balance 3.86 4 .25 
 First-time father 3.79 4 1 
What are protective factors against 
paternal depression during and/or after a 
pregnancy? 
    
 Proactively utilizing positive community/social support 4.57 5 1 
 Strong relationship with mother/partner 4.50 5 1 
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 Being married to mother of the baby 2.86 3 2 
 Healthcare professionals who have a greater understanding of 
paternal depression during this period and how it affects the whole 
family 
4.21 4 1 
 Being included in bonding and nurturing experiences 4.36 4 1 
 Engaged in effective therapy or being proactive about their own 
mental health 
4.43 4 1 
 Having a partner who is in therapy or proactive about their own mental 
health 
3.93 4 .50 
 Positive family history with modeling of partner bonding, mutual support 
and communication 
4.36 4 1 
 Strong parental role models 4.00 4 .00 
 Open communication between father and his partner as well as social 
supports, with opportunities to talk openly about feelings and worries 
4.57 5 1 
 Having worked through unresolved conflicts and attachment issues 4.14 4 1 
 High levels of education (mother and father) 3.43 3.50 1 
 High degree of emotional intelligence 4.00 4 .00 
 Financial security/strong financial assets 3.86 4 1.25 
 Low life stress outside of the pregnancy/childbirth 4.43 4 1 
 Strong coping skills 4.36 4 1 
 High self-esteem 3.93 4 .50 
 No addictions/substance abuse history 3.93 4 .50 
 Family friendly employer supports (e.g. paid paternity leave) 4.00 4 .25 
 House/apartment ownership 3.21 3 1.25 
 Having other father peers that the father can talk to 4.21 4 1 
 Regular exercise 4.43 4 1 
 Preparation for parental role 4.14 4 .25 
 Cultural or other means of having meaning and purpose 4.29 4 1 
What symptoms/feelings are commonly 
experienced when a father has depression 
during and/or after a pregnancy? 
    
 Low mood 4.50 4.50 1 
 Sense of hopelessness 4.07 4 .25 
 Feeling helpless 4.29 4 1 
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 Fatigue 4.36 4 1 
 Feeling inadequate 4.50 4.50 1 
 Cynicism 3.71 4 1 
 Stigmatized 3.79 4 1 
 Frightened 4.07 4 .00 
 Changes in appetite/weight 4.21 4 .25 
 Loss of interest in work, hobbies, and sex 4.29 4 1 
 Lack of exercise and regular leisure/recreational activities even when 
time is available 
4.00 4 .00 
 Psychomotor agitation or slowing 3.43 4 1 
 Overwhelmed 4.29 4 1 
 Intense anxiety/worrying/negative thoughts 4.21 4 .25 
 Irritability, frustration, and anger 4.29 4 1 
 Conflict with others 3.71 4 1 
 Problems with concentration 4.00 4 .00 
 Lack of motivation 4.29 4 1 
 Indecisiveness 3.79 4 1 
 Confusion in fathering role/concerns about ability to father 4.29 4 1 
 Decreased engagement in caregiving activities 4.00 4 .25 
 Escapist behaviors such as excessive time spent watching TV or on 
the internet, overworking 
4.21 4 1 
 Violent behavior 3.50 3.50 1 
 Suicidal thoughts 3.93 4 .00 
 Dopaminergic types of activities like gambling, cheating, unhealthy 
sexual relationships, substance use, reckless driving 
3.64 4 1 
 Misuse of prescription medications 3.36 3 1 
 Rigid demands for autonomy 3.43 3.50 1 
 Rejection of getting help/denial of pain 3.71 4 1 
 Experiencing conflict between how you think you should be as a man and 
how you actually are 
3.86 4 .25 
 Feelings of regret of having a child 3.57 3.50 1 
 Feeling trapped 4.00 4 .00 
 Guilt 3.86 4 1 
 Grief at the loss of their old life and relationship with partner 4.14 4 .25 
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What are biological factors of a father’s 
depression during and/or after a 
pregnancy? 
    
 Changes in estrogen 3.14 3 1.25 
 Changes in testosterone 3.64 4 1 
 Changes in vasopressin 3.29 3 1 
 Changes in cortisol 4.07 4 1.25 
 Changes in prolactin 3.36 3 1 
 Changes in oxytocin 3.57 3.50 1 
 Sleep deprivation which impacts the brain and body 4.50 5 1 
 Changes in diet or nutrition 4.14 4 1 
 Biological pre-disposition toward depression such as family 
history/individual history 
4.36 4 1 
 Health issues associated during depression- such as diabetes and thyroid 
disorder 
3.93 4 1.25 
 Using substances 4.14 4 1 
 Attunement in his relationship with mother and baby will impact neural 
pathways and potentially impact how, when, and which genes will be 
expressed 
3.64 4 1 
 More research needed before we can begin to answer this question 3.79 4 2.25 
How do men experience depression 
during and/or after a pregnancy 
differently than women? 
    
 Externalizing symptoms such as anger/irritation, sarcasm/humor, 
substance use, violence 
4.07 4 1.25 
 Escapist behaviors such as spending excessive time watching TV, on the 
internet, or at work 
4.14 4 1.25 
 Somatic symptoms such as gastrointestinal problems, chronic pain, 
headaches 
3.86 4 1 
 Many men do not relate to feeling sad or crying 3.79 4 1.25 
 Many men do not recognize feelings of hopelessness or guilt 3.71 4 1.25 
 Low mood less common in men 2.71 2.50 1.25 
 Socialization norms influence mothers and fathers differently 3.86 4 .25 
 Men experience exclusion in family wellbeing attunement 3.50 3.50 1 
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 Men impacted by the ambiguous expectations of modern fatherhood 3.57 4 1 
 Less awareness which makes seeking help and support more difficult 
for men 
4.36 4.50 1 
 Men are less likely to talk about it and seek professional help or social 
support 
4.00 4 1.25 
 Men more concerned about financial responsibilities 3.93 4 1.25 
 Men may experience a decreased sense of satisfaction in parenting role 3.57 4 1 
 Depression in fathers usually occurs weeks or months after mothers 3.36 3.50 1.25 
 Everyone experiences depression in the context of their own lives, and we 
should not assume men experience depression differently 
3.36 4 2 
When should a father be assessed for 
depression? 
    
 Once at end of 2nd trimester/beginning of third trimester 3.50 4 1 
 At 1, 3, and 6 months postpartum 3.57 4 1 
 Before child is born (no specific time), then multiple times after the baby 
is born such as 2 weeks, 1 month, 3 months, and 5 months postpartum 
3.86 4 1.25 
 At 6 months (during pregnancy), within the first week after birth, and 
postpartum at 6 weeks, 3 months, 6 months, 9 months and 1 year 
3.93 4 2 
 In pregnancy, within two weeks after childbirth, and periodically 
throughout the first year 
3.93 4 .25 
 At every check-up and well baby visit through first two years 3.57 4 1.25 
 No ideal time. There is no set time where you can guarantee a father is 
interfacing with a medical professional. So it would be worthwhile to 
assess a father whenever an opportunity presents itself 
4.21 5 1.25 
 Whenever a mother is being screened, especially when the mother screens 
positive 
4.00 4 2 
 Longitudinal studies needed to address this question 4.00 4 2 
What is the most effective assessment to 
use with a father during and/or after a 
pregnancy? 
    
 Beck Depression Inventory 3.64 4 1 
 Patient Health Questionnaire-2 (PHQ-2) 3.14 3 2 
 Patient Health Questionnaire-9 (PHQ-9) 3.43 3.50 1 
 Edinburgh Postnatal Depression Screening (EPDS) tool 4.07 4 2 
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 Edinburgh Postnatal Depression Screening (EPDS) tool but with a lower 
scoring threshold for men 
3.57 3.5 1.25 
 A version of the Edinburgh Postnatal Depression Screening (EPDS) tool 
that has been ADAPTED for fathers 
4.29 5 2 
 Postpartum Depression Screen Scale (PDSS) 3.57 4 1 
 Gotland Male Depression Scale 3.43 3 1 
 ‘Withdrawal Questions’ from the Masculine Depression Scale 3.29 3 1 
 Father-child relationship related questions from the Father Attachment 
Scale 
3.07 3 .25 
 Psychosocial interview to assess for changes in mood, attitude, 
satisfaction with family circumstances 
4.21 4 1 
 Clinical evaluation and assessment by someone who understands the 
issue 
4.07 4 .25 
 Observation of father’s behaviors 3.71 4 1.25 
 Asking “do you feel like you expected a father should feel?” 3.64 3.50 1.25 
 Asking “has anything changed recently in how you feel, what you do, 
what you don’t do?” 
3.71 3.50 1.25 
 Asking “how are you sleeping?” 3.71 3 2 
 Asking “are you feeling overwhelmed, stressed out, having a hard time?” 4.14 4 2 
 Asking “are you feeling the need to be the rock or strong for your 
partner?” 
3.71 4 1 
 No one screen is going to adequately capture all mental health conditions 
that fathers are at for during this period 
4.14 4 2 
 At this stage awareness of the diversity of the issue is more important 3.36 3 2.25 
Describe an ideal course of treatment 
when a father experiences depression 
during and/or after a pregnancy such as: 
medications, psychosocial/behavioral 
interventions, or referrals to resources. 
    
 Following recognition, conduct an assessment of the severity of the 
depression and previous history 
4.29 4 1 
 Conduct an assessment of the father/infant relationship 3.93 4 .50 
 Individual therapy 4.21 4 1 
 Couple therapy 4.07 4 1 
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 Family therapy 3.43 3 1.25 
 Group therapy 3.79 4 1.25 
 Psychotherapy that addresses father’s mental state and develops 
attachment toward the child 
4.21 4 1 
 Interventionists advised to assess and talk with fathers to determine the 
best way to involve them in mother’s treatment when a mother screens 
positive 
3.71 4 1 
 Building support systems with the father, encouraging proactive 
utilization of social support 
4.43 5 1 
 Connecting dad with other dads (either in or out of a group) 4.43 4.50 1 
 Provide psychoeducation 4.36 4 1 
 Normalize the transition but not the symptoms 3.64 4 2.25 
 Cognitive Behavioral Therapy 4.07 4 1 
 Acceptance Commitment Therapy 3.43 3 1 
 Interpersonal Therapy 3.86 4 1 
 Teach assertive communication 3.36 3 1 
 Facilitate exercise, proper diet, sleep habits 4.21 4 1 
 Advocating for father’s paternity leave (a minimum of 6 weeks) 4.00 4 .50 
 For moderate depression utilize therapy first, and if medication is needed 
therapist can provide appropriate referral 
4.07 4 2 
 Medication utilized when father is severely depressed, unable to 
function, or suicidal 
4.50 5 1 
 Recommend books and/or websites if a father’s expectations and 
knowledge base are unrealistic 
4.07 4 1.25 
 Phone and/or internet peer support 4.07 4 1.25 
 No best course of treatment that fits all fathers 4.28 4.50 1 
 More research needed 4.38 5 1.25 
What role does the father’s support 
system have when he experiences 
depression during and/or after a 
pregnancy? 
    
 Support system is the strongest factor 3.43 4 2 
 Support system can help prevent the initial experience of depression in 
fathers before and/or after a pregnancy 
3.86 4 1.25 
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 Social support can reduce the severity of depression in fathers before 
and/or after a pregnancy 
4.21 4 1.25 
 Support system has an impact on self-efficacy 4.21 4 1 
 Support system can validate or invalidate a father’s experience 4.43 4.50 1 
 Support system can assist in navigating his new role as a father 4.21 4 1 
 Support system can help with financial stress 3.71 4 1 
 Support system can debunk myths of ‘masculinity’ 3.93 4 .00 
 Support system can provide access to role models/vicarious learning 4.07 4 .00 
 Support system can help with household chores 4.07 4 .00 
 Support system can provide supportive visits 4.07 4 .00 
 Support system can help father bond with baby 3.86 4 1 
 Support system can help set up realistic expectations 4.29 4 1 
 Support system can enable couple time 4.29 4 1 
 Support system can encourage treatment 4.29 4 1 
 Supports need to be assessed for their capacity to understand and validate 
the meaning behind changes and stressors a father is experiencing 
3.50 4 .00 
 Supports can fill the gaps when a partner is feeling overwhelmed and 
depressed 
4.00 4 .00 
 Fathers have a hard time finding other dads who are experiencing 
depression during and/or after a pregnancy 
4.21 4 1.25 
 Support system appears to be a much more important factor after the birth 3.93 4 .25 
What are the potential family outcomes of 
paternal depression during and/or after a 
pregnancy? 
    
 Decreased relationship satisfaction 4.50 5 1 
 Higher rates of separation and divorce 4.07 4 .25 
 Affects intimacy 4.43 4.50 1 
 Affects conflict resolution skills 4.14 4 1 
 Higher rates of paternal disengagement or family abandonment 4.07 4 1.25 
 Partner abuse 3.79 4 1 
 Child abuse 3.64 3.50 1 
 Less successful co-parenting 4.29 4 1 
 Maternal depression 4.43 4.50 1 
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 Negative interactions with child leading to child issues such as lower 
IQ, less effective emotional regulation, lower levels of school 
readiness, less social/interpersonal abilities, and behavioral problems 
4.21 4 1 
 Disturbs children’s development of secure attachment with fathers 4.29 4 1 
Describe features of a care pathway that 
could successfully address the issue of 
paternal depression during and/or after a 
pregnancy.  
    
 Father involvement in perinatal and postpartum visits 4.29 4 1 
 Mandatory screening of both parents by health providers during 
prenatal, postpartum, and pediatrician visits paired with clear 
referral sources 
4.36 4 1 
 Making sure that physicians and health providers are willing to 
address the emotional as well as physical problems in men 
4.57 5 1 
 Free resources and services should be available to depressed fathers 4.50 5 1 
 Available and convenient fatherhood gatherings 4.21 4 1 
 Appropriate education and training of medical professionals 4.57 5 1 
 Appropriate education and training of mental health professionals 4.64 5 1 
 Childbirth classes that inform families of the issue, provide resources, 
and make referrals 
4.57 5 1 
 More research is needed 4.50 5 1 
What are the potential financial costs of 
paternal depression during and/or after a 
pregnancy? 
    
 Outreach, prevention and early intervention costs are cheaper than 
untreated mental health 
4.36 4.50 1 
 Loss of productivity 4.14 4 1 
 Lower wages 3.50 3.50 1 
 Hospitalization in extreme cases 4.43 4.50 1 
 Future costs for children 4.50 5 1 
 Child abuse (CPS involvement, medical costs, foster care) 4.00 4 2 
 Drug and/or alcohol addiction and treatment 4.14 4 1 
 Costs/loss of income due to marital conflict and divorce 4.36 4 1 
 Health issues down the road 4.14 4 1 
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 Childcare due to lack of availability of father caring for the baby 4.00 4 .50 
 More research needed 4.50 5 1 
What are the next action steps needed 
regarding the issue of paternal depression 
during and/or after a pregnancy? 
    
 Increasing public and professional awareness 4.86 5 .00 
 Reducing stigma 4.79 5 .25 
 Diagnostic clarity 4.14 4 1.25 
 Terminology clarity 4.00 4 2 
 Convening stakeholders 4.14 4 1.25 
 Coverage of services by insurance 4.29 5 2 
 Develop appropriate screenings 4.79 5 .25 
 Lobbying for universal screening 4.50 5 1 
 Designing and validating relevant interventions 4.57 5 1 
 Treatment network needs to be expanded beyond OBGYNs to the 
rest of the medical community, social services, and early childhood 
professionals 
4.57 5 1 
 Continued research to differentiate from a woman’s experience 4.21 4.50 1.25 
 More research on the course and outcomes of paternal depression 
during and/or after a pregnancy 
4.57 5 1 
 Develop educational materials that are easily digested to help families 
know the signs and how to access support and solutions early 
4.50 5 1 
 Father inclusion in prenatal and postpartum care 4.64 5 1 
 Policy level shifts that put a father’s role as being important in what 
is commonly called “maternal and child health” 
4.64 5 1 
 Identification of areas of low service availability and ways to add 
incentive for services 
4.21 4 1 
 Robust referral mechanisms 4.36 5 1.25 
 More grant funds available to study the issue 4.64 5 1 
 Training of healthcare providers to assess paternal depression before 
and after a child is born 
4.64 5 1 
 Training of mental health professionals to assess and treat paternal 
depression before and after a child is born 
4.57 5 1 
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 Improving employer awareness of the benefits of healthy family 
functioning and paternal mental health 
4.57 5 1 
 Advocacy for paid paternity leave 4.57 5 1 
 Marketing campaigns aimed at increasing father involvement 
(billboards, magazines, flyers in doctor’s offices) 
4.36 4 1 
 We need to move beyond treating depression as simply a medical 
issue and be more creative in also employing psychosocial support 
strategies 
4.36 4.50 1 
Who are the key stakeholders that you 
think should be involved in addressing 
this issue? 
    
 Fathers 4.86 5 .00 
 Mothers 4.86 5 .00 
 Other family members 4.21 4 1 
 Workplaces 4.14 4 1 
 General public 4.21 4 1 
 Pediatricians 4.71 5 1 
 OBGYNs 4.64 5 1 
 General practioners 4.64 5 1 
 Nurses 4.43 4 1 
 Midwives 4.64 5 1 
 Parent Educators 4.64 5 .25 
 Mental Health Providers 4.93 5 .00 
 Social Workers 4.50 5 1 
 Early childhood professionals 4.43 5 1 
 Federal and State level funders of community health clinics 4.43 5 1 
 Associations related to psychology, medicine, and midwifery 4.50 5 1 
 Public Health groups/leaders 4.43 5 1 
 Social Service groups/leaders 4.36 4.50 1 
 Government officials 4.36 4 1 
 Insurance companies 4.14 4.50 2 
 Non-profits 4.00 4 2 
 Department of Labor (increasing paternity leave to reflect that father 
is a part of the adjustment to parenthood) 
4.43 4.50 1 
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 Researchers 4.71 5 1 
 Media 4.50 5 1 
 
 
Table 7 Expert Matrix Table Example 
 
1. When a father is experiencing depression during and/or after a pregnancy what do you call it? 
Numbers represent the following rankings: 
1. Strongly Disagree 2. Disagree 3. Neutral 4. Agree 5. Strongly Agree 
Answer Group Mean Your 
Response 
Optional 
Adjusted 
Response 
Depression, Not Otherwise Specified 2.40 2  
Major Depressive Disorder with Peripartum Onset 3.20 4  
Adjustment Disorder 2.43 2  
Paternal Depression 2.73 4  
Paternal Peripartum Depression 2.80 4  
Paternal Perinatal Depression 3.27 4  
Paternal Postnatal Depression 3.29 4  
Paternal Postpartum Depression 3.60 4  
Focus should be on the symptoms not the label 4.13 5  
‘Perinatal’ and ‘Peripartum’ too intimately tied to the physiological process 
of pregnancy and childbirth, and dads tend not to identify with this label 
3.40 5  
No best terms 2.73 5  
 
Comments: 
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CHAPTER EIGHT 
CHANGES 
Several changes occurred from the proposal stage to the completion of the 
dissertation study. Changes that occurred were in the following areas: updates from 
proposal defense, timeline, proposed journal for publishable paper #2, and several minor 
changes that occurred within methodology. At the stage of my proposal defense, the 
following elements were suggested and incorporated into the proposal and thus the final 
dissertation. First, the research questions became more specific following the proposal. 
Specifically, the questions went from two questions: 1) What are the biological, 
psychological, and social defining factors of PPPD? 2) What would be considered the 
next action steps needed for researchers, clinicians, and policy makers in regards to the 
issue of PPPD? To the following 4 questions that more accurately portrayed what could 
be answered by the Delphi Study: 1) What are the biological, psychological, and social 
defining factors of PPPD? 2) What are the clinical, operational, and financial (costs if 
untreated) implications of this mental health issue? 3) What would be considered the next 
action steps needed in regards to the issue of PPPD? 4) Who are the key stakeholders? 
In addition, inclusion criteria was a point of conversation during the proposal 
defense, specifically addressing why I was not including an experience of peripartum 
depression as a possible criteria, and an elaboration of how I was verifying clinical 
experience. The following statement was included within methodology to explain why I 
was not including an experience of peripartum depression within the inclusion criteria: 
“The researcher initially considered including an experienced episode of PPPD as a 
possible inclusion criterion. An individual who has experienced PPPD and written for a 
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non-peer reviewed source (two potential inclusion criteria) may not be a ‘professional’ in 
a field interested in the identified peripartum population. Based on the study’s aim to 
have expert panelists who are also professionals, an experience of PPPD was removed. 
Although, a professional who has experienced PPPD, but also meets the finalized above 
inclusion criteria may be included as an expert on PPPD. “ In an effort to specify clinical 
experience inclusion, the following was added to the inclusion criteria: “clinical or other 
professional expertise working with fathers struggling with PPPD (expertise defined as 
working directly with 3 or more depressed peripartum fathers in the past year).”  
The committee had additional suggestions within methodology that were 
incorporated. A timeline was added as an index to the proposal, with the pilot study 
integrated into the timeline. The timeline itself changed from the initial proposed timeline 
at the proposal stage. Instead of finishing the dissertation in by the end of Winter quarter 
2016, I shifted gears to defend my dissertation by the end of Fall 2015. I was able to 
conduct the quantitative analysis more quickly than originally anticipated, and was able 
to write the final chapters and complete a finished draft by the end of October 2015, 
allowing me enough time to receive feedback and defend by December 11, 2015.  
An online discussion board was suggested during the proposal phase as another 
opportunity for panelists to anonymously interact with each other regarding the questions 
posed to them in DQ1 and would provide an additional layer of panelist data. The three 
pilot participants were asked to engage in a similar optional discussion board. None of 
them did, and when asked for feedback they suggested that the optional discussion board 
made their involvement feel more taxing, even without participating in it. Thus, the 
optional discussion board was not incorporated when the study commenced. The pros of 
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potential additional data and expert interaction did not outweigh the cons of low 
discussion board participation and the experts feeling like their involvement in the study 
would be more taxing and thus not participating.  
 The initial open ended-survey (DQ1) had minor changes. First, the survey was 
formatted into sections (defining factors, treatment and impact, and action steps). Second, 
minor changes to wording as suggested from the pilot study were incorporated. 
Specifically, instead of “What are the protective factors for a father experiencing 
depression during and/or after a pregnancy?” the experts were asked, “What are 
protective factors against paternal depression during and/or after a pregnancy?” Lastly, a 
question was added to differentiate the experience of peripartum depression for fathers 
and mothers with the question “How do men experience depression during and/or after a 
pregnancy differently than women?” In addition, qualifications for the included 
triangulated researcher were incorporated into methodology with the statement “A 
triangulated research assistant will be involved during this process to increase validity of 
the final results. The research assistant must have an understanding of the qualitative 
process.” During the actual study a doctoral student who had taken the qualitative class 
was included in the qualitative analysis. This research assistant coded responses from 
three randomly chosen expert panelists. The results from this analysis were crosschecked 
with my results, to see if themes or wording differed between our results. Minimal 
differences were noted. If linguistic differences were present, I would look back at the 
original data and cross-check our codes. Priority was given to the code that came closest 
to the wording of the expert panelists. 
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 Lastly, after a closer look at journals, a different journal than the original 
suggestions was chosen for Paper #2. It was my goal to conduct a Delphi study, reach 
consensus on defining factors, and get that information to healthcare providers who are 
likely to interact with peripartum families. It was also my goal to have the paper 
published in a journal with a strong impact factor. The journal Birth: Issues in Perinatal 
Care is a nursing journal with a current impact factor of 1.264. While other journals exist 
with higher impact factors, this journal has previously published related studies and has 
throughout the years been ranked as a nursing journal with high impact (at one point 
noted as the #4 nursing journal worldwide). Also, the audience would most likely include 
key stakeholders as identified by the experts in this study (specifically nurses in 
obstetrics, public health, and neonatology; midwives; physicians; childbirth educators; 
lactation counselors; doulas; psychologists; social scientists; and other health workers and 
policymakers in perinatal care).  Paper #2 was written with the guidelines from this 
journal in mind (specifically between 3,500 and 4,000 words exclusive of abstract and 
references, less than 50 references, abstract of 250 words, and up to 5 tables/figures).  
 
  
 173 
CHAPTER NINE 
NEXT STEPS AND CONCLUSION 
 In concluding this dissertation I will provide a description of future steps for the 
research conducted, as well as relevant professional next steps. Only a portion of the data 
that resulted from the Delphi study was written up in Paper #2. A complete summary of 
these results can be found in Chapter 7. I anticipate potentially two more papers coming 
from the data shared in that summary chapter. Specifically, I anticipate writing a paper 
that further describes the operational and clinical considerations indicated by the experts. 
This paper would build on Paper 1, in which a care pathway is suggested from my own 
clinical experiences, by further describing an operational structure that reached consensus 
by the experts. This proposed paper would build on Paper 2 by going beyond just 
assessment and providing expert consensus on clinical actions relevant to treatment. I 
could see a paper like this being published in a journal such as Families, Systems, and 
Health specifically because of the audience (multi-disciplinary and integrative 
healthcare), and the relevance of CJ Peek’s three-world view that this audience would 
appreciate. A second paper could result from the more relational data the experts 
provided, specifically the role of social supports and the potential outcomes for the family 
when a father is depressed. This paper would provide a closer look at the social factors 
one should consider when working with this population. I could see a paper like this 
being published in a journal such as the Journal of Marriage and Family or the Journal of 
Family Studies. Both journals have related publications and both would have an audience 
interested in systemic considerations.  
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 I aim to continue researching this underserved population. Now that consensus 
has been achieved, future studies can work towards better understanding this mental 
health issue. Specifically, I would like to take the results from my study and create and 
test an assessment tool to detect depression in peripartum fathers. The experts did not 
reach consensus on any assessment tool, suggesting that a more sensitive tool should be 
developed. I would also like to study this population directly. I believe my systemic 
training and the consensus achieved from the Delphi study would put me in a strong 
position to obtain necessary funding and connections to recruit a sample and conduct 
quality research. I aim to continue my efforts in spreading awareness not only to 
providers and researchers, but to the general public as well. I believe this can be done 
through community engagement and getting the information to policy makers and public 
figures. I plan to work within integrative care sites and to utilize the information achieved 
from my Delphi study to integrate operational changes and improve clinical skills. As a 
supervisor and educator I will continue to spread awareness so that future providers are 
prepared to treat the health of the whole peripartum family.  
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APPENDIX A 
TIMELINE 
June 2015: Pilot DQ1. Panelist contact and informed consent. 
 
July 1 2015: Send out DQ1.  
-Panelists given 3 weeks to complete. 
 
End of July/Beginning of August 2015: Qualitative analysis of DQ1, Develop DQ2. 
Pilot DQ2. 
 
August 15: Send out DQ2. 
-Panelists given 3 weeks to complete. 
 
September 4 2015: Develop rating table with group averages and panelist scores 
 
September 9 2015: Send out rating/comparison tables to panelists. 
-Panelists given 3 weeks to respond. 
 
September 25 2015: Send committee chair Chapters 1-5 and intro/methods of 
Chapter 6 for review 
 
October 9 2015: Get feedback from committee chair 
 
October 30 2015: Send draft of chapters 6-9 to committee chair. Send selected 
chapters/sections to committee. 
 
November 11 2015: Get feedback from chair and committee members 
 
November 27 2015: Send dissertation to committee two weeks prior to defense 
 
December 11 2015: Dissertation defense 
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APPENDIX B 
QUESTIONS FOR DELPHI QUESTIONNAIRE 1 (DQ1) 
 
Defining Factors 
1. When a father is experiencing depression during and/or after a pregnancy, what 
do you call it?  
2. How do you define paternal depression during and/or after a pregnancy? 
3. What are the risk factors for a father experiencing depression during and/or after a 
pregnancy?  
4. What are the protective factors for a father experiencing depression during and/or 
after a pregnancy?  
5. What symptoms/feelings are commonly experienced when a father has depression 
during and/or after a pregnancy?  
6. What are the biological factors of a father’s depression during and/or after a 
pregnancy? 
7. How do men experience depression during and/or after a pregnancy differently 
than women?  
 
Treatment and Impact 
1. When should a father be assessed for depression during and/or after a pregnancy? 
Please identify the course of depression for a father during and/or after a 
pregnancy. 
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2. What is the most effective assessment to use with a father during and/or after a 
pregnancy? Please list specific assessment tools, skills, or questions one might 
use. 
3. Describe the best course of treatment when a father experiences depression during 
and/or after a pregnancy, such as medications, psychosocial/behavioral 
interventions, or referrals to resources. 
4. What role does the father’s partner, family members, and other loved ones have 
when he experiences depression during and/or after a pregnancy? 
5. What are the potential family (such as couple and child) outcomes of paternal 
depression during and/or after a pregnancy? 
6. Describe an operational structure that could successfully address the issue of 
paternal depression during and/or after a pregnancy. 
7. What are the potential financial costs of paternal depression during and/or after a 
pregnancy?  
 
Action Steps 
1. What are the next action steps needed regarding the issue of paternal depression 
during and/or after a pregnancy? 
2. Who are the key stakeholders that you think should be involved in addressing this 
issue?  
 
 
 
